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ABSTRACT 
This study explores the attitudes and experiences of African-Caribbean adolescents 
and their families towards a healthy lifestyle. Findings from the study highlighted a 
number of contrasting multidimensional factors that either facilitated or limited the 
choices for a healthy lifestyle. This is particularly significant since research on 
African-Caribbean families has usually failed to take into account the central aspects 
of their life experiences. 
The study took an ethnographic perspective, which provided the opportunity of 
making African-Caribbean lives visible and placing them as participants, rather than 
subjects or victims. This was central for acknowledging and understanding their 
attitudes and experiences towards a healthy lifestyle. The main finding was that for 
African-Caribbean families everyday life is inseparable from a healthy lifestyle. In 
the management of everyday life, adolescents and their families interacted with a 
range of resources, which were socially, economically, historically and culturally 
structured. 
The resources became the medium through which attitudes and experiences for a 
healthy lifestyle were negotiated, articulated and practised. Some of these resources, 
such as spirituality, strength of African-Caribbean identity, familylkin systems, 
values and beliefs were described as facilitating the individuals' experiences of a 
healthy lifestyle. In this context, poor educational outcomes, socio-economic 
disadvantages, racism and discrimination, failure to recognise and appreciate the 
individual's identity, values and beliefs constrained and limited the options to 
practise a healthy lifestyle. The analysis of these factors allowed a conceptualisation 
of the reality of African-Caribbean families' way of life. 
The study concludes by suggesting that the intricate connection between healthy 
lifestyles and the prevailing African-Caribbean life situation must be recognised. For 
these families, social and economic disadvantages including the effects of racism, 
discrimination and its effects of social exclusion were real and relevant. These were 
important areas for an understanding and explanation of how contemporary African-
Caribbean families' lives are constructed and how this affects their participation in a 
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healthy lifestyle. Since the issues were multidimensional, individualised and 
collective, the strategies facilitating African-Caribbeans to live a healthy lifestyle 
must reflect the complexity of their life experiences. In addition, future research and 
actions on African-Caribbeans' needs should take cognIsance of the 
multidimensional and contextual nature of their history and life experiences. 
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CHAPTER ONE 
INTRODUCTION 
Since the 1990s a number of healthy and lifestyle surveys have been conducted in the 
UK; examples include the two health and lifestyle surveys carried out in 1986 and 
1993 on a random sample population aged 18 and over in private households in 
England, Wales and Scotland (Cox et al. 1987, 1994). Howlett et al. 's (1992) work 
that analysed the responses of 94 African-Caribbean individuals involved in the 
national health and lifestyle survey and Johnson et al. (2000) health and lifestyle 
survey of black and minority ethnic groups in England. This latter survey 
interviewed approximately 4452 participants, of whom 1071 were African-
Caribbeans, 1063 Indians, 1145 Pakistanis and 1173 Bangladeshis. These surveys 
have provided some useful data for the better understanding of attitudes towards a 
healthy lifestyle. The findings have demonstrated an overall but superficial 
framework of expressed opinions about the causes of health and illness. However, 
while in Johnson et al. 's (2000) survey that focused more upon issues of 'healthy 
behaviour' and 'physical activity', the socio-economic profile of the population is 
presented, all the above surveys fail to take into account the central aspects of 
participants' life experiences which may influence their attitudes towards a healthy 
lifestyle. 
In addition several other reports acknowledge that the African-Caribbean and other 
minority ethnic communities suffer greatly from lifestyle related illnesses such as 
hypertension and stroke (Department of Health - DoH - 1991; McNaught 1987). 
Most of the literature in this area suggests that they tend to have higher levels of 
blood pressure and suffer more from cardiovascular illnesses, the consequences of 
which are higher in comparison with their white counterparts. Balarajan and Raleigh 
(1995) state that in England and Wales between the years 1979-1983, death rates 
from stroke were 760/0 higher in African-Caribbean men, and 1100/0 higher in 
African-Caribbean women compared to the average of the white population. Nazroo 
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(1997) further confinns these findings in the Fourth National Policy Studies Institute 
Survey of the health of Britain's ethnic minority population. Since these populations 
are relatively young, the burden of a chronic illness that rises with age is likely to 
increase over the next decade. Consequently, an early recognition of this fact will 
enable those involved in the development of healthy lifestyle strategies both at 
strategic and practice levels to initiate interventions to counter this negative trend. 
These factors suggest the need for a concerted effort to reduce the incidences of 
lifestyle related illnesses in the adult population, while at the same time engaging in 
primary preventative strategies that should be aimed at the young population. The 
broad aim of this thesis is therefore to explore the attitudes and experiences of 
African-Caribbean adolescents and their families towards the healthy lifestyle 
strategies recommended by the DoH (1999). The specific objectives are to: 
• Examine the influence of the parents and children's definition of health in 
practising a healthy lifestyle and so contribute to the literature on minority 
ethnic groups and risk reduction. 
• Explore with families the perceived effectiveness of the recommended 
healthy lifestyle strategies in maintaining their health and any other strategies 
perceived by families as necessary to achieve a healthy lifestyle and locate 
this review within the debate concerning 'Health For All' in Britain. 
• Gain an in-depth understanding of the African-Caribbean families inter-
generational differences in practising a health lifestyle. This will include 
issues of child rearing patterns as related to healthy behaviour, restoration and 
maintenance of health. 
• Analyse what families perceived as facilitating and inhibiting factors of 
leading a healthy lifestyle and provide fresh insights into the understanding of 
African-Caribbean life experiences and realities in practising a healthy 
lifestyle. 
• Utilise a technique of sampling selection, which places the African-Caribbean 
child as a central player in defining who his/her family is and provide an 
insight into the parental influences on their choice of participation in a 
healthy lifestyle. 
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The data generated will advance the current knowledge about African-Caribbean 
health behaviour, health maintenance, child-rearing styles and associated issues such 
as belief systems. The other ambition driving this study was to produce an account 
of a critical theory and a deeper understanding of African-Caribbean communities' 
experiences of health and healthy lifestyle. 
This thesis was initially concerned with the study of both the African and the 
African-Caribbean families' experiences and attitudes towards a healthy lifestyle; 
however, I shifted the focus onto the African-Caribbean families. This is because 
most research with minority ethnic communities has been criticised for viewing the 
communities as monolithic, ignoring culture specific challenges and experiences 
(Ahmad 1996b). Such work has been drawn from the theoretical basis of cultural 
pluralism, which supposes that all 'cultures' meet on an equal footing. It also 
overlooks any consideration of racism or the structural manifestation of power 
inequalities and reduces everything to the shortcomings of individuals or their 
cultures. Apart from this it takes the notion of 'culture' to be unproblematic; stripped 
of its social context it is seen as a static, homogenous entity usually acting as a 
conservative force, which prevents 'them' from adapting to 'our' ways (Ahmad 
1996b). This has resulted in the perpetuation of inaccurate stereotypes of groups that 
ignore their internal diversity and contribute to the 'othering' of minority group 
members (Modood et al. 1994). Whilst categories such as 'African-Caribbean' may 
emerge as epidemiological variables in statistical analysis of health inequalities, 
Nazroo (1997) argues that these cannot simply be mapped onto policy directives 
which involve complex and richly textured social-psychological and community 
level phenomena such as social identities or participation. 
I, therefore, decided to focus on one minority ethnic group, African-Caribbean, as an 
attempt to redress some of the criticisms and weaknesses associated with researching 
minority ethnic individuals. In addition, it was imperative for me to distance this 
study from assumptions implied in other works about minority ethnic groups, in line 
with my belief that the outcome of research involving visual minorities has to be 
beneficial to them. The question then follows, 'why African-Caribbean and not 
African?' My answer was based on history and population data. Contemporary 
African-Caribbean people have had a longer settlement period and history in West 
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Yorkshire than modem day Africans; they also have a larger population, which I 
envisaged would enhance the recruiting and sampling of participants. 
The study is presented as a balance between the perceptions of African-Caribbean 
families with an academic theoretical application. Nevertheless, the emphasis is 
geared to projecting the voices and concerns of participants. Consequently, instead 
of simply reporting their accounts I have used their 'voices' to examine the structures 
on which attitudes and experiences are generated. The outcome is an academic 
thesis that should be of benefit to a broad range of both professionals and non-
professionals working with African-Caribbean families. This includes academics, 
health professionals, community initiatives and voluntary sector organisations. 
The term 'African-Caribbean' refers to individuals who were either born in the 
Caribbean or were born in Britain, but could trace their ancestral lineage to Africa 
via the Caribbean. The term 'black' refers to African-Caribbeans and other 
individuals of African descent, while the expression 'minority ethnic groups' is used 
to denote 'visual minorities' such as African-Caribbean, African, South Asian and 
Chinese people living in Britain. This study is located in W est Yorkshire, in the 
North of England. West Yorkshire can be considered as a multi-ethnic area, 
although the African-Caribbeans and other minority ethnic groups, particularly from 
South East Asia are concentrated in a few inner city areas. The modem day 
settlement of the African-Caribbean population in West Yorkshire dates back to the 
1950s. Currently the African-Caribbean community in West Yorkshire is 
approximately 3.77% (ONS 2001). 
Apart from this introduction, the study is divided into ten chapters. The introduction 
points the way to the different chapters. Chapters Two and Three provide an 
overview of the African-Caribbean families in Britain and examine the DoH and the 
lay views on health and healthy lifestyles. In addition to a literature search I 
contacted potential informants in the academic and professional field as a 
background to this research. I also participated in some everyday activities such as 
the healthy heart events for minority ethnic communities in West Yorkshire. 
Nevertheless, an extensive literature search failed to reveal any large-scale empirical 
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study or any material describing the experiences and attitudes of a healthy lifestyle of 
the minority ethnic families in Britain. 
Though social policies for children's welfare tend to emphasise parental and state 
responsibilities with a presumption about children's vulnerability; for many years 
this has resulted in ignoring the voice of the child. Changes in legislation such as the 
Children's Act (DoH 1991) have become an impetus towards incorporating their 
perspectives on their welfare. However, the literature search revealed that very little 
has been written about children's views on healthy lifestyle strategies and ethnicity 
as influences on their attitudes and experiences. Unfortunately, most of the material 
on the health of African-Caribbean and other minority ethnic children has been 
produced within the biomedical and epidemiological frameworks (Hillier and 
Kelleher 1996). The medical conditions that are peculiar to children in these 
communities have been well documented. However, there is a dearth of information 
on the health behaviour of African-Caribbean adolescents or any other minority 
ethnic adolescents. 
Though social scientists have appreciated the distinctiveness of minority ethnic 
children in Britain, there seems to be a lack of research focused solely on African-
Caribbean children. They are always seen in the light of other minority ethnic 
groups or the majority 'race', such as in Denscombe (1995); Karlsen et al. (1998) 
and the most recent work of Stillwell et al. (2004). The lack of focus and appropriate 
research on African-Caribbean adolescents suggests that similar to their parents, they 
also have been the targets of a deficit-oriented research model, which measures them 
and their performance against an idealised standard of the behaviour of the white 
adolescents living in an adequate economic and educational environment. 
Nonetheless, if practitioners are to provide appropriate healthy lifestyle strategies to 
African-Caribbean adolescents and families respecting their individuality and 
participation, then strategies must be planned and delivered upon a much clearer 
understanding of their experiences and attitudes. 
Chapter Four presents an account of the research design. There are social and 
political implications for any research carried out on black people because racism 
operates at all levels of the research process. For instance, earlier research on 
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minority ethnic communities was found to be descriptive. This was generally 
replaced by a comparative deficit oriented research but the method utilised did not 
employ ecologically oriented or culturally relevant approaches (Ahmad 1996b; 
Bhopal 1992; Sheldon and Parker 1992). Given this exclusion, the research method 
used in this study was to be particularly important. I agree with Goulbourne (1990: 
3), who argued that: 
we desperately need to include black people's own interpretations of their 
reality and the action they have taken to change and modify their situations. 
The most suitable method for this study was found to be in the convention of 
ethnography or anthropological research. One distinct commonality that 
ethnographic studies have is the total immersion and participation of the 
ethnographer in people's lives even if the main form of data collection is not 
observation (Bloor 2001). For instance Williams (1990) study on the attitudes to 
death and illness among older Aberdonians relied on data from ethnographic 
interviewing. Considering the restrictions and challenges I would have encountered 
by depending on observational data, the study, like Williams (1990) has relied on 
interviewing data. In addition I have also utilised the critical ethnographic approach 
(Thomas 1993). The in-depth ethnographic interviewing which took place provided 
the participants with a chance to describe their attitudes and experiences towards a 
healthy lifestyle and at the same time analyse their description of issues and 
challenge any assumptions held against them or which they had, thereby promoting a 
platform for change. In addition, this ethnographic study has provided an 
opportunity to fully explore the multi-dimensional and contextual correlates of 
healthy lifestyles of some of the British minority ethnic groups. From this study, it 
also emerged that there are certain advantages in interviewing and talking at length 
with families and connected kin networks. One of the main advantages was an 
opportunity to ensure that the contextual implications of an account, which make its 
meaning much more precise, were fully grasped and that contradictions and 
consistencies which underlie attitudes and experiences were fully explored. 
The long hours spent with family members cemented relationships with many of the 
families and joining in for evening meals and family debates provided me with 
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access to a great deal of information and assistance I might otherwise not have had. 
However, this also became the basis for ethnographic reflexivity; the interesting 
aspect of this additional analysis is how a female African descent researcher , 
researching into African-descent family experiences becomes part of the research 
process. Indeed as the research proceeded, my levels of 'participation' increased as 
the study itself demanded more. Most ethnographers (Hammersley 1998; Van-
Maanen 1988) talk about 'participant comprehension', whereby the researcher enters 
the research setting, seeking to maximise rather than minimise interaction so as to 
grow in competence and comprehension of the culture. This in essence summarised 
my own experiences of the data collection process. 
Though the thrust of this study was not on empirical generalisation and therefore did 
not necessarily require the families studied to be representative, if an empirical 
generalisation should be made, the researcher must look out for indications of the 
larger population to which a generalisation is being made and for the reasons why 
such a generalisation is believed to be found (Sperber 1985: 12). For example, by 
comparing features of the families studied with the aggregate data of a population, 
the ten families may represent key dimensions of that population. Comparative 
analysis is a second means to enable generalisation. By exploring the similarities 
and differences between two or more groups, one can understand what motivates one 
set of processes or meanings versus another (Herbert 2000). Therefore if theoretical 
references are to be made, the basis for this must be as clear as possible 
(Hammersley 1998) 
In recruiting participants for this study, I was soon to find out how difficult it was to 
make contacts. This was my first encounter with the problems of being an African 
descent researcher, researching into African descent experiences and relying on 
white contacts. Since I have become more aware of the level of racism that African 
descent families experience, I was not surprised that the contacts and the participants 
were reticent to be involved in my research. Perhaps the most important stage at the 
time was the opportunity afforded me to give a talk at a local 'after school club' and 
a high school. This was vital in establishing contacts and getting participants for my 
first interviews. Ethical considerations and dilemmas arose during the data 
collection period and writing up stage. I was concerned that my analysis of the 
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families' experiences preserves their perspectives. I was also aware of the potential 
for exploitation and misinterpretation, in particular the fact that the infonnation the 
families told me about themselves could be misused. 
Chapters Five - Nine, presents the analysis of the emerging themes from fieldwork. 
Several key concepts were generated by and used in the analysis of the data. In 
categorising the findings, it quickly became clear that apart from the differences 
between families based on spiritual beliefs, the different household structures and the 
variation of family composition did not appear to lead to different experiences and 
attitudes towards healthy lifestyle for individual members or their children. Equally, 
I did not want to reduce the research design into contrasting and comparing the 
different families and their structures; such simplistic correlations and comparisons 
would have undoubtedly minimised the focus on the influences of the external 
factors on families' attitudes and experiences towards a healthy lifestyle. Therefore 
in the analysis of the data, the ten different families have not been presented as 
individual families but as part of a whole. However, whenever intergenerational and 
gender differences towards the attitudes and experiences of a healthy lifestyle 
emerged, these were analysed accordingly. 
Chapter Five analyses the findings relating to the definition of health and healthy 
lifestyle. The analysis of data relating to the definition of health identified 12 sub-
categories, an indication that defining health is contested and often multidimensional. 
This extended concept placed health at the intersection of participants' history, life 
experiences and conditions, implying a multidimensional agenda for a health policy 
and practice. Furthennore, the diversity and ubiquity of the definition suggest an 
holistic view of health, a lively and committed pattern for health, raising questions 
about the sociological and political framework in which health is constructed. The 
families' definitions of health represent a critical moment in the development of new 
health programmes. This suggests a wider social debate, a process of opening-up the 
definition of health within the context of the African-Caribbean everyday life and of 
a need to incorporate and assimilate multiple cultures into practice in order to open 
the arena of health. The families' definitions of a healthy lifestyle seemed to have 
some linkages with their life experiences, inclusive of African-Caribbean history, 
value and belief system. Sub-categories such as the need for equality and spirituality 
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as a healthy lifestyle strategy, healthy lifestyle as a form of social control and public 
product were prime examples. 
A number of studies have explored lay definitions of health and healthy lifestyle; 
these include Blaxter (1997; 2001) Calnan (1987), Johnson et al. (2000) and 
Williams (1995). The participants in the Calnan (1987) study identified a range of 
activities they believed were important in preventing or helping to prevent actual 
illnesses. Participants placed emphasis on behavioural elements, while social and 
economIC factors were completely ignored. However, there was a social class 
variation in that a higher proportion of working-class women tended to feel that 
illness was not preventable. They also felt that in general they are less able to 
influence their lives than their middle-class counterparts, while in Blaxter (1997) and 
Johnson et al. (2000), behavioural rather than other environmental factors were 
attributed to a wide range of named illnesses, for example, diet or lack of exercise 
was held as responsible for almost every condition and the only other causal factors 
widely mentioned were stress and worry. However, similar to Calnan (1987), 
Blaxter (1997) found that those in the more favourable circumstances were more 
likely to think in economic or environmental terms. 
In Blaxter's (2001) later study, participants' responses in defining health and healthy 
lifestyle were grouped into health as behaviour, physical fitness, health as energy and 
the author concluded that in this respect 'health was identical with the healthy life'. 
Both Calnan and Blaxter utilised socio-economic status as the main explanatory 
variable and ignored other demographic factors such as individuals' life experiences, 
age, culture, beliefs and values. Williams (1995) study was designed to identify the 
concept of a healthy lifestyle within people's lives. The findings revealed that people 
were rarely concerned with health in the context of behaviour; the relationship 
between health and lifestyle would only emerge on further probing and with much 
discourse or in the context of illness. The Johnson et al. (2000) survey also 
highlighted a number of behavioural factors that black and minority ethnic groups 
identified as health promoting activities in which once again the influence of 
participants' life experiences such as their socio-economic status and experiences of 
racism is not taken into consideration. In Johnson et al. (2000: 50), the participants 
were asked, is there anything you can do to improve or help yourself stay ill good 
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health or not? While among the African-Caribbeans there were no statistical 
differences in the awareness of the links between behaviour and health/illness the , 
younger men and women within each of the four minority ethnic groups were more 
likely than older adults to state that healthy behaviours can promote and maintain 
good health. 
In this ethnographic study, it was found that the families' definitions of health and 
healthy lifestyle represent a fusion of social, economic, political, environmental 
variables and other contexts; these interact together to contribute to the definitions. 
These definitions seemed to have some linkages with their life experiences as 
African-Caribbeans. Most significantly, the adult participants within and across 
families linked their experiences of health and healthy lifestyle with the historical 
experiences of African-Caribbean communities in Europe including transatlantic 
enslavement and colonisation. Indeed, the families were able to demonstrate that 
their definitions of health and healthy lifestyle are indirectly related to such historical 
antecedents. The use of ethnographic methodology went beyond the approaches of 
Blaxer (1997; 2001), Calnan (1987), Johnson et al. (2000) and Williams (1995) as it 
facilitated an in-depth exploration of the concept of health and healthy lifestyle. 
In the analysis of the families' attitudes and experiences towards a healthy lifestyle, 
although, the general description of a healthy lifestyle was a useful framework with 
which to start, it later emerged as too narrow. The final number of categories, in 
particular, those identified by the families, became the basic principles of this study. 
For example, assessing the experience of a healthy lifestyle within the families' 
everyday lives involved incorporating the 'meaning' of the families' own perceptions 
and definitions of health and a healthy lifestyle. It was important to include the 
accounts of the families not only because this demonstrated their 'reality' but also 
because the accounts highlighted a crucial part of their experiences and attitudes with 
healthy lifestyles. Discussion of the relevant theoretical perspectives and literature 
has been combined to address issues previously unconsidered. Thus, rather than 
simply analysing and reviewing the findings, the chapters highlight the shortcomings 
or the inappropriateness of much of the existing work in the areas of healthy lifestyle. 
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Chapter Six specifically discusses the families' accounts of healthy lifestyle within a 
private setting; this included their experiences and attitudes towards a healthy diet, 
exercise, family and social networks, identity and its influence on a healthy lifestyle, 
the role of spirituality and the importance of healthy sexual behaviour. Though the 
healthy lifestyle explanation reinforces the responsibility of the individual on their 
lifestyle, there was enough evidence from the accounts of healthy lifestyle within a 
private setting that decision to practice a healthy lifestyle is not an entirely 
independent conscious choice of individuals. 
Chapter Seven offers an analysis of the families' accounts of a healthy lifestyle 
within a public setting; these were identified as the influence of poor educational 
outcomes, labour inequalities, families' neighbourhood, media and technology that 
included the image of African-Caribbeans on television and other fonns of 
communication. Socio-economic disadvantage, including racism, discrimination and 
social exclusion were found to significantly limit families' choices of a healthy 
lifestyle within this public setting. 
Chapter Eight analyses the influence of racism and welfare policies on families' 
experiences and attitudes of a healthy lifestyle. Racism as a theme was inseparable 
from families' everyday activities and it resonates across the whole data analysis. 
Similar to other studies, it was found that families experienced racism in a broad 
range of contexts within UK society. This included not only their lives within the 
public setting, but the effects of racism within the fabric of their private lives. The 
relationship between racism and individual health status has been well documented. 
The lives of black people in Britain are influenced by racism, for example, in their 
experiences concerning education, employment and health, whilst at the same time 
racism labels these experiences as abnonnal or pathological (Ahmad 1992; Ahmad 
1996b; Nazroo 2003a). In this study, racism was described as not only inducing 
considerable psychological distress with poor health outcomes, but most 
significantly, and unlike other studies, it was found to be limiting and obstructing 
families from practising a healthy lifestyle. Families described how the policies 
aimed primarily at addressing poverty failed to take into account African-Caribbean 
life experiences and history. 
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In the data analysis intergenerational and gender differences emerged. The 
intergenerational differences pertaining to adolescents address the significant gap in 
the literature on the healthy behaviour of young people of African-Caribbean descent 
in Britain and their experiences of a healthy lifestyle. One of the key findings of this 
study was the role of the family in preparing adolescents to lead a healthy lifestyle, 
and the importance of role models such as parents, teachers and people in the public 
eye. While the challenges to practise a healthy lifestyle were experienced by both 
sexes, families argued that African-Caribbean boys and men encountered greater 
barriers based on differences in education, employment, experiences of racism and 
family dynamics. In essence the issue was not the differences in the healthy 
behaviour of the men in comparison to the women; rather the problem seems to be 
the significant discrimination experienced by the men and their position in society in 
comparison to the women. 
In the discussion of a healthy lifestyle across the different Chapters, the everyday 
experiences of the families both historically and contemporarily were used to 
question the 'norm', that is, the recommended official DoH healthy lifestyle 
strategies. The ethnographic approach I used enabled families to not only question 
this official 'norm', but to suggest an alternative healthy lifestyle that is culturally 
sensitive. The break from the 'norm' was significant and is an indication of 
'fractured hegemonies' (Gramsci 1971). This allowed for the conceptualisation of a 
healthy lifestyle structured along families' life experiences and history. For these 
families, the widely accepted healthy lifestyle strategies were not a practical or 
logical experience. Indeed, the alternative definition of a healthy lifestyle can be 
understood as the way in which the healthy lifestyle itself can be redefined as an 
active force. This became a central theme in my analysis, where the data showed 
that through their discussion of the healthy lifestyle, families suggested some 
alternatives, which did not adhere to the 'norm'. For instance, in pursuit of a healthy 
lifestyle, the African-Caribbean families expressed a strong wish at a philosophical 
and a practical level for members of the African-Caribbean community to work 
together, to have more African-Caribbean political leaders, activists, alternative 
education for their children, equality, better employment and a welfare system that 
takes into consideration their values and beliefs. 
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Furthermore, evidence from families showed that because of racism, discrimination 
and social exclusion, they have fewer options in their economic, domestic and social 
lives compared to many indigenous people. This accounts for many of the 
experiences and attitudes towards a healthy lifestyle. The wider social, economic, 
political and cultural influences have long been acknowledged as being inextricably 
linked to the health status of communities (Ahmad 1992). In this sense families of 
African-Caribbean descent were no different from any other group within the 
society. However, socio-economic disadvantages, lack of recognition of individuals' 
values, beliefs and identity, the experiences of personal and institutionalised racism 
coupled with marginalisation were described as inhibiting experiences of healthy 
lifestyles. Thus it seems that, to arrive at an understanding of African-Caribbean 
healthy lifestyle practices, one need to take cognisance of the practical constraints of 
everyday living with which these families have to cope. 
Chapter Nine focused on some pertinent issues from the adolescents and their 
families' child-rearing styles. In order to place the African-Caribbean adolescents as 
central players and gain an insight into the parental influences on their choices of 
participation in healthy lifestyle, the adolescents were invited to define their families. 
The concept of family has changed historically across cultures and classes; also 
family representation alters with the life stages of its members. The consequence of 
this was that before I proceeded to interview African-Caribbean families, there was a 
need to examine their family networks. It was important not to assume that since the 
adolescents were born in Britain, the perception of their families would simply be a 
reproduction of the white experience. Findings from the adolescents supported some 
previous work (Gouldboume and Chamberlain 1999; Hylton 1997). The adolescents 
confirmed that the African-Caribbean family is a systematic and logical response to 
historical experiences. 
Chapter Ten summarises the main findings by putting the healthy lifestyle into its 
broader social context. The Chapter brings together all the theoretical elements so 
that they can be considered in the light of the data presented. It argues that healthy 
lifestyle strategies should not be regarded as static categories but as a dynamic 
process, through which our experiences of everyday life are acted out. A healthy 
lifestyle is amenable to alterations, modifications and change over time. Therefore it 
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IS not just determined by personal factors such as cultural background, but by 
education, spirituality, a person's experiences and history. These interact together 
with the environment, which includes social, political and economic differences and 
combine to influence the healthy lifestyle. It suggests finally that a healthy lifestyle 
should not be regarded as a discrete category but as an aspect of material and 
structural resources through which some individuals are not able to take command 
and control. 
In their account of the attitudes and experiences of a healthy lifestyle, it became 
increasingly apparent that the major theme was how the socio-economic class, 
educational outcomes, values, belief, identity, age, gender, racism and discrimination 
interact together both historically and contemporarily to influence attitudes and 
experiences of a healthy lifestyle. The significant linkage was that for these families, 
a healthy lifestyle is conceptually inseparable from their experiences and 
management of the everyday lives of themselves and their families. The 
recommended healthy lifestyle strategies were seen not as discrete categories, but as 
one aspect of everyday life. Everyday life activities were used by families as a prism 
through which experiences and attitudes of a healthy lifestyle were better explored 
and understood. 
The African-Caribbean families who participated in this study, took a broader view 
of assessing a healthy lifestyle in their everyday life and also its historical and 
structural context. This wider perspective is essential for understanding how families 
made sense of their experiences of a healthy lifestyle. A healthy lifestyle was 
therefore used as a concept with which to explore the effects of socio-economic 
disadvantages, racism and discrimination, poor educational outcomes, African-
Caribbean values and beliefs such as spirituality, family and social networks, identity 
and so forth. These act together to provide the structure of the families' everyday 
life. This is in contrast to what has tended to be the focus, that is, the association of a 
healthy lifestyle and illness prevention. 
Compared to the existing research on African-Caribbeans and healthy behaviour, 
families involved in this study, have provided evidence of a different and more 
extensive conceptualisation about the social structuring of human health and 
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experiences of healthy lifestyle. This extensive conceptualisation seems to draw on 
sociological arguments about the need to theorise what people do as something more 
than an individual lifestyle or choice. They have demonstrated the influence of 
structural variables such as labour inequalities on their healthy lifestyle, which for 
them were predisposed in some theorised ways by discrimination and 
marginalisation. However, before the attitudes and experiences of African-
Caribbean adolescents and their families towards a healthy lifestyle is analysed there 
is a need to provide an overview of African-Caribbean families' position in Britain 
which is the function of the following chapter. 
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CHAPTER TWO 
AFRICAN-CARIBBEAN FAMILIES 
Historically, the African-Caribbean community In Britain has faced hardships, 
insecurity and discrimination in economic and social life. However, the community 
has undergone and is currently undergoing cultural changes brought about by the 
constraints of their new environment. This, therefore, has become the basis of 
studying their experiences and attitudes towards a healthy lifestyle. This chapter will 
present an overview of the African-Caribbean communities in Britain and will 
provide important background information that should give aid in understanding 
their attitudes and experiences towards a healthy lifestyle; this will include their 
family formation and structure, child rearing practices, education, socio-economic 
position and the experiences of racism and discrimination. 
Overview of the African-Caribbean community in Britain 
The census now provides the most detailed data on the structure of minority ethnic 
popUlations and the composition of their households. Findings of the last census 
highlighted a distinguishing feature of minority ethnic families, in that they have 
proportionately more children and fewer elderly people than the white majority, with 
an increasing number of the children British born. Minority ethnic communities 
were found to have a younger age profile than the overall British popUlation; this 
suggests that the population is more likely to increase faster than the indigenous 
population. Monitoring intergenerational differences is therefore important not only 
for public health purposes but also to detect if healthy or unhealthy practices are 
persisting across generations. 
Immigration of African-Caribbeans from the West Indies to Britain occurred mainly 
during the 1950s and 1960s due to a combination of economic depression in the 
Caribbean and vacancies in lower paid jobs in Britain (Black 1989; Owen 2001). 
About 600/0 of the immigrants came from Jamaica, the remainder from Trinidad, 
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Barbados and other smaller islands. Underneath the geographical differences in the 
West Indies, African-Caribbean families in Britain appear to be more similar than 
being different in their experiences of British society. Recognising and celebrating 
the similarities are vital for any community, as Leonard (1984) argues; often through 
participation in collective projects and networks, members of socially excluded 
groupings may indeed come together to construct identities that challenge their 
marginalised status. 
However, in a study by Hylton (1999), it emerged that African-Caribbean 
communities have some significant internal barriers that inhibit group formation. 
These are related to age differences, gender divisions and the differences linked to 
place of birth and locality. Hylton (1999), further explains how African-Caribbean 
activists new to Leeds sometimes found it difficult to be accepted and are kept 'at 
arms length' from an existence of an in-group that excludes new 'outsiders' until 
they have proven their commitment to the positive advancement of African-
Caribbean aims. This barrier to group formation is known to have a number of 
significant implications; for example, J ayaweera' s (1991) study on the orientations 
and identities of African-Caribbean women in Oxford. In the study while the twenty 
women strongly identified and interacted with other African-Caribbean women, their 
awareness of racial barriers in education, community life, class organisations and 
class mobility did not lead them towards political mobilisation or community 
cohesion in ethnic/racial terms. Instead, they demonstrated individual strategies as 
black women to achieve mobility for themselves and their children. 
This lack of community cohesion also emerged in the Campbell et al. (2004) study 
that analysed the obstacles to African-Caribbean community participation to improve 
mental health services in South England. In their study several informants were 
critical of a perceived apathy within their community. Participants described their 
local community as fragmented and divided. This unfortunately was also a cause of 
concern for members of the statutory sector, who questioned the legitimacy of a few 
groups of individuals to advocate for the African-Caribbean community within the 
region. For Campbell et al. (2004) the extremely high levels of distrust and the low 
perceived levels of capacity, unity and sense of agency within the African-Caribbean 
community were as a result of past experiences of the interaction between African-
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Caribbean people and the statutory sector. They also stated that institutional racism 
has presented a number of constraints such as higher levels of poverty, lower levels 
of social respect and recognition. Material disadvantages and social exclusion were 
perceived as depriving and undennining the African-Caribbeans of the social 
resources that would enhance community networks and cohesion. 
Healthy lifestyle strategies to an extent rely on partnership between the communities 
and the policy maker (Social Exclusion 2000). Unfortunately for the African-
Carib beans, the lack of community cohesion identified by Campbell et al (2004). and 
others may undennine such partnerships. For example, a lack of cohesion within the 
community and distrust with statutory bodies may challenge and inhibit the 
communities' influence on healthy lifestyle decisions. However, there is currently 
no empirical evidence demonstrating how the structures of the African-Caribbean 
community may influence the statutory body decisions on healthy lifestyle strategies. 
Overview of African-Caribbean family structures 
A family is a unit through which values and priorities are learnt, handed down and 
through which individuals learn most of their deeply felt ideas about their roles and 
duties in life (Othieno 1998). Although no two British families are completely alike, 
according to Modood (1997), certain values are generally accepted and certain 
assumptions fonn part of the majority of British cultural and social nonns. These 
then define and influence the way services are organised in Britain. 
All migrant communities go through cultural changes brought about by the 
constraints of the new environment; African-Caribbeans are no different in this 
respect (Beishoon et al. 1998; Othieno 1998). Most African-Caribbeans came into 
this country as a couple and for economic reasons (Jones 1993). However, current 
studies suggest that nearly a quarter of the African-Caribbean families are female 
lone parents and there is a growing trend in this direction (Goulbourne and 
Chamberlain 1999). In addition, another significant proportion of African-Caribbean 
children have and live with their white parents, (Beishoon et al 1998). The way the 
African-Caribbean family structure has developed in Britain demonstrates a 
multiplicity of inter-linked factors that include~ economic, historical, politicaL 
religious, climatic and cultural influences (Mare et al. 1994). Though there is a 
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dearth of information on African-Caribbean family relationships, norms and 
negotiations of obligations, a number of studies do demonstrate that the traditional 
African-Caribbean extended family network still prevails in Britain. According to 
Ahmad (1996a), the extended family is a legitimate family structure among Britain's 
minority ethnic communities that have survived through generations. These 
practices have endured the process of Westernisation into what is now the third or 
fourth generation of African-Caribbeans living in Britain. 
Among the African-Caribbeans, the continuation of the extended family support 
system reflects continued cultural patterns and is a factor in forming the identity and 
vulnerability of its members (Ochieng 2005a). In Martineau (1977) and McAdoo 
(1978), 40% and 20% respectively of the black respondents indicated they were 
seeing their relatives on a daily basis. Weekly visits were the norm, with the 
majority of respondents reporting interaction of that frequency. For the African-
Caribbean, the extended family network is still as essential in Britain as it is in the 
West Indies and Africa, for it involves cultural patterns that were created and 
retained from earlier times that are still functional and supportive of all African 
descent family life. 
The extended family is, in part, a strategy not only for meeting physical, emotional, 
and economic needs of families, but also for adapting and committing family 
resources to normal and non-normal transitional crisis situations (Dodson 1981; 
Harrison et al. 1990; Wilson 1986). In many ways it functions and acts like a 
welfare state to most African-Caribbean families in Britain; thus in the absence of an 
adequate welfare state, families will depend upon the integrity and collective 
responsibility of their own people. Othieno (1998) further adds that the survival of 
the extended family has also partly been enhanced by issues such as institutional 
raCIsm. The pattern of maintaining this family structure is therefore not only 
historical but could be seen as an adaptive strategy in a hostile environment. In 
general, the extended family involves a reciprocal network of sharing to counter the 
lack of economic resources, emotional support and contributing tangible help, such 
as material support, income, household maintenance and most significantly 
childcare. At the same time it provides members with a sense of group and personal 
identity, behavioural rules, roles, responsibilities, emotional affiliation and 
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attachment. The adaptive functioning of such families has therefore often been 
attributed, in part, to the effective use of an extended kinship system (Lorrie et al. 
1995; Ochieng 2005a). 
The extended family pattern transcends economIC groups and continues to be 
practised even when families move from poverty to middle-income level. According 
to Dodson (1981), historical evidence suggests that this form of family has 
considerable precedence as well as prevalence. Once formed, the extended family 
occupies most of the family life span, through patterns of kin contact and interaction 
that are proximal, available, frequent and functional. Though there is a paucity of 
studies analysing the influence of extended family on healthy lifestyle, Dornbrush et 
al. (1985) and Wilson (1986) found that when grandmothers were present in one-
parent families, mothers exercised moral parental control, and children, especially 
adolescents had less autonomy in family decision-making and participated in fewer 
unhealthy activities than in other one-adult households. 
African-Caribbeans in this country also have complex family relationships, apart 
from their spouses and immediate family members; people of the same ethnic group 
have been known to often link up, discovering common ties or alliances. Such 
networks provide mutual support and an extended family within this country, 
offering the individual a sense of belonging that they would otherwise miss. Thus it 
is not uncommon for African-Caribbeans to describe people who are not blood 
relatives as mother, father, auntie, uncle, sister or brother (Othieno 1998). 
According to Beishoon et al. (1998) residence in Britain is threatening the set-up of 
the African-Caribbean extended family. In their survey they found that only a third 
of the African-Caribbean elders lived with their children with an overwhelming 
majority of participants stating that they did not want either parents or parents-in-law 
living with them. One respondent felt it was a very old-fashioned Caribbean model 
that had become outdated and superseded in Britain, the reason being, the need for 
space such as emotional distancing and lack of finance. They felt that breaking ties 
with home and parents was a positive way of building life and emotional skills. 
Most preferred having parents living in the local area and most parents preferred to 
live locally. Parents would be far enough for their children to have privacy but close 
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enough to offer help and support when needed. Only one respondent, a single parent, 
wanted her parents to live with her. She felt having a grandparent was beneficial for 
shared childcare. When parents were interviewed about living with their adult 
children, this was not considered desirable, except during ill health or destitution. 
The fact that family members expressed the wish to live near each other but not with 
each other should not be viewed as a threat to the extended family network. In the 
traditional African community, through which the African-Caribbean extended 
family can be traced from, members of the extended families occupy a group of 
adjoining or bordering dwellings known as a 'compound'. Upon marriage, couples 
normally do not form new isolated households, but join a compound in which the 
extended family of the husband or wife is already residing; children, adult and 
grandparents all live within one compound in several houses near enough to respond 
to each others' needs and celebrate each other's achievements. The traditional 
African extended family will therefore incorporate the household, other relatives and 
in some cases friends and other trusted people. 
As previously mentioned, a significant proportion of African-Caribbean families in 
Britain are single-parent households. According to Beishoon et al. (1998), they are 
more likely to remain unmarried but have children and later marry or remain single. 
In every age-group, African-Caribbean men and women were less likely to be in a 
partnership than their white equivalents, less likely to have formalised a partnership 
as a marriage and more likely to be separated or divorced (without marrying). 
Although in the Beishoon et al. (1998) survey there was a low emphasis on marriage 
among the African-Caribbeans, this was counteracted by the fact that most of them 
expressed positive feelings about marriage and often saw cohabitation as a pragmatic 
first step towards marriage. The value of commitment was believed to be based on 
the quality of relationship, where joint parenting was valued as an ideal by the 
majority, including unmarried lone parents. Single parenthood was clearly not seen 
as an ideal environment in which to raise children, a view expressed by most 
participants including those who are lone parents themselves. Two parents were 
considered desirable for the emotional growth, development and general well-being 
of children. These findings suggest that, even if statistically most African-Caribbean 
adults are not married, they view marriage as a meaningful relationship. 
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Goulbourne (1999) has presented an extensive holistic theory of the past and the 
present African-Caribbean family organisations in Britain. One of his conclusions 
was that family formation and functioning rest on a range of social, political and 
economic factors. Although the cultural and historical heritage helps to explain the 
formation of African-Caribbean family structures, Goulboume further stresses that 
the mistaken comparison of African-Caribbean families against white standards has 
distracted attention from the influence of economic deprivation and racism and has 
ignored the families' adaptive strengths. 
Family research has generally treated families as though they were all two-parent 
families. However, this brief review suggests that the family patterns in the white 
popUlation that provide the benchmark against which the minorities in Britain are 
compared, do not have any natural or universal validity. The prevailing African-
Caribbean family structure is in part an adaptation to the special circumstances in 
which they find themselves and a preference for certain values that often differ from 
those of other groups. African-Caribbean families are heterogeneous, the result of 
their unique culture and history, yet relatively few researchers have undertaken any 
systematic, empirical research on the families' influence towards its members' 
decision on healthy lifestyle choices. To understand the African-Caribbean family 
structure and its influence on adolescent decisions on healthy lifestyle, the study will 
initially explore with the adolescents their family structure. This approach will place 
the African-Caribbean child as a central player and provide an insight into the 
parental influences on their choices towards participating in a healthy lifestyle. 
Though most researchers emphasise that family structures do not uniformly predict 
family functioning or socialisation of children, very little has been done to explore 
the influence of minority ethnic family functioning and structure on the adolescents' 
attitudes and experiences of healthy lifestyle. 
African-Caribbeans child-rearing practices 
Child-rearing is an important force and can influence the child's decision and choices 
towards the healthy lifestyle. Most parents in every society socialise their children to 
become self-sufficient and competent adults. In most homes the mother has a 
prominent role in child rearing and the socialisation process (Wilson et al. 1990). 
This is more evident in groups such as the African-Caribbean that statistically have 
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more female-headed households. A number of studies have revealed that the women 
sometimes prioritised the mother role over the wife and worker roles. In instances of 
inter-role conflicts, mothers would attempt to resolve the conflict by putting their 
children's needs before those of their husband's or employers (Dosanji 1996; 
Harrison 1981; Reynolds 2001). In contrast, the exploration of the African-
Caribbean father role in the socialisation of his children is almost non-existent in 
social science literature. However, whenever the fathers are present, they are equally 
involved in making child-rearing decisions (Grace 1983; James-Fergus 1997; 
Reynolds 2001; Wilson et al. 1990). However, according to James-Fergus (1997) 
and McAdoo (1981), there is a significant variation based on socio-economic status, 
with a higher involvement in middle income families compared to lower income 
families. 
The extended family system of African-Caribbean families mandates family 
members to be involved in the care of children. Though there is a paucity of studies 
analysing the influence of African-Caribbean extended family on child rearing styles, 
Wilson (1986) examined the direct and indirect effects of the extended family on 
children and child development. The findings suggested that the effects on children 
are more indirect than direct. That is, single-mothers who are active participants in 
an extended-family system have a greater opportunity for self-improvement, work, 
and peer contact than the other mothers. While Plaza (2000) found that though 
African-Caribbean grandmothers may no longer be relied upon to take over the long-
term responsibilities of child care for their grandchildren, many still provide short-
term care when needed. 
In Allen (1994) and Hylton (1997), African-Caribbean families' views on parenting 
were explored. It emerged that, from a possibility of categories including black 
professionals, friends, family and self-help through books and others, the majority of 
respondents (68%) stated that the family would be best suited for this task. This may 
be attributed to the fact that, in every culture, child-rearing is geared toward teaching 
children the culturally specific tasks that are required for adult economic, political, 
and social roles (Ogbi 1981; ColI 1990). For the African-Caribbean families in 
Britain, socialisation occurs within the ambiguities of a cultural heritage that is both 
African-Caribbean and British, a social system that espouses both democratic 
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equality for all citizens and institutional racism for its minority citizens (McPherson 
Report 1999). 
The environment of most minority ethnic children includes the special stress of 
poverty and discrimination and also the ambiguity and marginality of living 
simultaneously in two worlds, that is, the world of their community and the world of 
the mainstream population. The ecological structure of minority ethnic children's 
lives is therefore much more complex than that of children from the mainstream 
culture. These children, on a daily basis, experience discontinuities in their roles 
demanded at home, community and school as they are expected to adapt to social 
norms that are acceptable to both cultures. The children are socialised into a dual but 
normal existence of being African-Caribbean and British and many inconsistencies 
are reconciled without surprises or conflicts. Most minority ethnic families in their 
child-rearing style, will therefore mediate between two contradictory cultures. 
Unfortunately, the need to be bicultural in an environment that at times is hostile to 
the child may result in competing and conflicting developmental tasks and tensions 
during the child's growth. 
In child-rearing, African-Caribbean families teach their children to be aware of and 
at times imitate, the indigenous majority culture whether they accept its value or not 
(Ochieng 2003a). This involves parents finding ways of warning children about 
racial dangers and disappointments without overwhelming them or being overtly 
protective. This was illustrated in Ferguson-Peter's (1985) study, who interviewed 
black parents in an attempt to discern factors relevant to the socio-emotional 
development of their children, child-rearing behaviours, attitudes and parental goals. 
A majority of parents reported that being of African descent made a difference in the 
way they raised their children. They reported that special facilities were required to 
prepare their children and that this placed additional stress on their lives as well as 
their children. Ferguson-Peters (1985) further argued that the supportive child-
rearing strategies of families buffer some of the cruel and demeaning messages 
received by their children from the dominant culture. However, this may be 
particularly difficult in contemporary environments where the signposts of racism are 
less visible and more subtle than in previous generations. Racial socialisation may 
be further complicated by great differences between the parents' racial experiences 
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and those of 'her' children. While it is questionable if any amount of preparation can 
sufficiently dull the pain of racism, the failure to recognise the existence of racism 
and its sequel and to understand how it proceeds, will have implications for 
children's health status. 
Most black parents believe that strict discipline is necessary in child rearing, simply 
because of the severe consequences that their children face in the broader society if 
they misbehave (Spencer et al. 1990). Lorrie et al. (1995) argue that a discipline 
style that fosters children's obedience in a hostile inner-city context may serve as a 
protective mechanism in such situations. The authors further state that, African-
Caribbean families tend to adopt a discipline style that they believe will benefit and 
adequately prepare their children for future roles in society. This is mostly 
characterised by more emphasis on obedience and parent-defined rules, namely 
greater orientation towards interdependence, reciprocity, obligation and sharing, 
which are the essential elements of social interactions; this also includes a more 
inclusive perception of assimilation to family, household and community. 
Spirituality has also been found to play an important part in the life of the African-
Caribbean community in Britain and in particular appears to heavily inform their 
child-rearing practices. In Hylton's (1997) study of African-Caribbean families, 
spirituality was used to refer to wider feelings that included religious adherence and 
way of life that may assist the families to survive life within a context of 
discrimination and marginalisation. A number of studies suggest that spirituality is 
primarily the means by which black and minority ethnic communities are able to 
adapt and respond to marginalisation and widespread social discrimination. Because 
of discrimination even within the UK majority churches, African-Caribbeans have 
tended to set up their own congregations, which offer another lifestyle (Stebbins 
1997; Weinbender and Rossignol 1996). This distinctive form of Christianity 
appeared attractive to members of the community since there is evidence that the 
early immigrants were treated less warmly by the native congregation (Gerloff 
1992). This led to a greater identity of the community with churches that were more 
likely to express their interests and sentiments (Hunt and Lightly 2001). Struve 
(2001) demonstrated that social support, psychological functioning and religious 
involvement directly influences the individual's quality of life. Since Christianity 
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plays a large part in the African-Caribbean community and is an important factor in 
beliefs and practices as well as an important social focal point, it may indeed to some 
degree influence the participation in a healthy lifestyle. 
The literature reVIew revealed that African-Caribbean families are beginning to 
modify their traditional child-rearing practices, partly in response to the diminished 
role of the extended family and their present socio-economic status and experiences 
of discrimination. However, given the critical importance of child-rearing practices 
and orientation in shaping the personalities, behaviours and values of future African-
Caribbean children there is a need for a greater understanding of the influences of 
child-rearing on healthy lifestyle decisions. There currently IS a dearth of 
information on the African-Caribbean families' influence on their children's 
experiences and attitudes towards a healthy lifestyle. 
Education 
Despite the value of education among the minority ethnic groups, it is perceived that 
the education system in this country does not meet the needs of minority ethnic 
families and their children. Extensive studies have highlighted black parents' 
dissatisfaction with the education system and the persistent failure of black boys 
(Beishoon et al. 1998; Modood and Shiner 1994). 
Interestingly, considering the mono-cultural approach of most schools, such as, the 
lack of black teachers as role models, as evidenced by the heavy under-representation 
of African-Caribbean teachers in British schools, the lack of African-Caribbean 
history and cultures in the school curriculum, the racist environment of the 
playgrounds/classrooms and the lower socio-economic background of most African-
Caribbean children, one would expect them to be low achievers. In fact, according to 
Modood and Shiner (1994), overall, these children's performance and interest in 
education have been found to be comparable to those of the white children from their 
schools and neighbourhoods. However, African-Caribbean boys still appear to suffer 
the highest exclusion and suspension from schools. 
Considerable work has been done to explore black parents' and children's 
experiences of schools and to analyse the reasons why black boys appear to be 
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failing in schools; these include the work of Bond (1996), Bourne et al. (1994), 
Grace (1983), Hylton (1997), Lorrie et al. (1995), Modood et al. (1994), Sewell 
(2001) and in the US Ogbi (1981). Ogbi's (1981) work with African-Americans and 
Hylton's (1997) study with African-Caribbeans cited the paradox whereby, parents 
articulated feelings about racism in the educational system to children, but hoped for 
the same children to do well in school, expecting full co-operation with school and 
teachers. On the one hand, parents espouse the need to work hard in school and to 
get more education than what they themselves acquired. Conversely, the same 
parents teach their children, through their own life experiences of unemployment, 
underemployment and other discriminations as well as through gossip about similar 
experiences among relatives, neighbours and friends, in short, through the actual 
texture of life in the home and community, that even if the children succeed in school 
they may not make it as adults in the wider society. Eventually the children become 
disillusioned and 'give up' and they learn to blame 'the system' for their school failure 
as their parents blame 'the system' for their own failures. The poor education output 
is therefore a result of a complexity of school processes involving a combination of 
prejudices, destructive stereotyping and low expectations. 
The other explanation for failure in schools is the Lorrie et al. (1995) concept of 
discontinuity, that is, an abrupt transition from one mode of being and behaviour to 
another accompanied by noticeable differences in social role assignment and 
expectation, for example, the home and the school environment. Cultural differences 
or cultural discontinuity perspectives suggest that African-Caribbean adolescents 
have their own ways of socialisation through which their culture is inculcated and 
that the boys probably fail in school because schools do not recognise and utilise the 
child's competence for teaching, learning and testing. Harrison et al. (1990) and 
Lorrie et al. (1995) state that discontinuity has the possibility of negative 
consequences on cognitive functioning because it affects academic achievement and 
social adjustment. Lorrie et al. (1995) state that research studies have found that 
minority ethnic children show improvement in their achievement levels when the 
context of the learning environment is consistent with their backgrounds. 
The strengths and weaknesses of these explanations are as follows; first, these 
explanations are not based on adequate comparative data. Secondly, they also fail to 
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explain why other types of minorities, for example, the Africans with similar 
backgrounds of poverty and cultural differences who are also more likely to be 
exposed to discontinuities between their family ecologies and school environment, 
seem to succeed in the same schools (Modood and Shiner 1994). Thirdly, they fail to 
take into account the possible effects of job discrimination against the African-
Caribbean men on their children's education. They do not, for example, ask how 
institutional racism and hostility in the employment sector can influence their 
children's schooling. Finally, some of the theories erroneously assume that the 
educational and economic problems of African-Caribbean families are the same as 
those of lower-class whites. Data from the work of Grace (1983) which compared 
the home background and the educational factors, showed that the Jamaican children 
are no more educationally disadvantaged in these respects than are indigenous 
children from the same social class backgrounds. Grace (1983), concluded that the 
causes of the children's educational failure could be school-based rather than home-
based factors. 
In Bond's (1996) study of exclusions from Birmingham schools, it emerged that 30% 
of exclusions were from African-Caribbean children although, they only account for 
9% of the school popUlation as a whole. According to Bourne et al. (1994), there 
was a need for children such as African-Caribbean boys, who seem to suffer more 
exclusions to be more included because they come from a section of the society 
where unemployment is endemic, where families exist on the poverty line, with bad 
housing, overcrowding and racial harassment as the norm. The school should 
therefore offer a retreat from such discrimination. Unfortunately, expulsion and 
suspension expose them to unhealthy lifestyles such as crime, drugs and robbery. 
This exclusion is once again regarded as another element in the social pathology of 
black families rather than as an indicator of a differentially structured racism that 
works against the poorest sections of the community. This is because the 
explanation for exclusion tends to view black children as having intractable 
behavioural problems by virtue of culture, family structure, upbringing or just simply 
being black (Bourne et al. 1994). The parents are themselves economically excluded 
and not appropriately equipped to utilise effectively the appeal system or access 
other forms of education for their children. Exclusion spirals in a vicious circle that 
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feeds from parents to children, children to adolescents, adolescence to adulthood, 
parents to children, then back again. 
Modood (1997: 347), argues that qualification attainment levels have depended also 
upon how white people, especially teachers, peers, employers, sporting fraternities, 
the music and fashion industries, the police and so on, have encouraged African-
Caribbean boys in various spheres of activities. There is considerable evidence that, 
for example, teachers, fellow pupils and others have encouraged African-Caribbean 
males to excel in sports and discouraged them from commitment to academic goals. 
These young men have been stereotyped as violent and disruptive, challenging the 
authority of teachers and the police; or they have been praised and emulated as 
macho, 'cool' and exemplars of youth culture. Young African-Caribbean men's 
success as leaders of youth cultures and fashion is in essence socially self-defeating 
for it has taken them away from a 'classroom culture' to a 'street culture' (Modood 
and Shiner 1994). These factors are contributing to hindering the progress of 
African-Caribbean men in British society today. 
Within the female population of working age, African-Caribbean women and women 
from other/mixed groups are the best qualified with over 30% of each of these 
groups obtaining A-level equivalents or higher. African-Caribbean women are the 
least likely to have no formal qualifications at all. The differences in employment 
and educational experiences of African-Caribbean men and women may suggest an 
indication of differences in healthy lifestyle experiences. However, although several 
important qualitative studies have examined aspects of women's health, gender 
differences in health experiences within the minority ethnic groups have received 
scant attention. 
Labour inequalities and African-Caribbeans 
African-Caribbeans are more likely to work in low paid jobs with poor working 
conditions than white people (Jones 1993; Vinod 1993). Evidence also indicates that 
most men from the minority ethnic groups have a high proportion of workers on low 
weekly wages. They are also more likely to face worse working conditions, such as 
doing shift work particularly at night with longer hours of work and less access to 
training and occupational benefits (Model 1999; Modood et al. 1997). 
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While some members of the African-Caribbean group seem to have escaped the 
disadvantage of poverty, according to Vinod (1993) others are probably worse off in 
some ways than their equivalents 20 years ago. In Britain there is a high rate of 
unemployment for black men specifically and across the black community in 
general. Self-employment is a further point of divergence; African-Caribbean men 
have the lowest rate of self-employment compared to other minority ethnic groups 
(Vinod 1993). Recent findings indicate that black men are more than twice as likely 
to be unemployed as compared to white men (Berthoud 1999; Reynolds 2001b). 
Young African-Caribbean men are disproportionately without qualifications, without 
work and a stable family life and disproportionately in trouble with the police and in 
pnson. They are consistently in lower level jobs and suffer from higher 
unemployment rates than the white population. 
While for most groups the disadvantage may be diminishing across the generations, 
this is less clearly the case for the African-Caribbeans. Though the African-
Caribbeans are the longest established of all the major post-1945 settlement groups, 
their households are as much as a quarter worse off than those of the whites. Even 
within groups, the African-Caribbean people who were born in Britain have not 
necessarily reached higher in the socio-economic scale than other minorities who 
have recently migrated to Britain. They are still to some extent worse off than the 
other minorities. Unfortunately for them, there appears to be a direct relationship 
between socio-economic status, health status and healthy lifestyle. This entrenched 
disadvantage compared to the white population and to groups within the more 
recently arrived South-Asian population is therefore particularly significant (Jones 
1993). 
Nonetheless, African-Caribbean women, when compared to other ethnic groups, are 
more likely to be working full-time or to be looking for full-time work. The position 
of African-Caribbean women relative to white and other women is much better than 
that of African-Caribbean men compared with other men. Many young African-
Caribbean women are in work, with earnings higher than those of white women. 
They are much less likely to be in manual work (or part-time work), in fact, of all 
groups, African-Caribbean women are most likely to be in intermediate and junior 
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non-manual posts. This according to Reynolds (2001 b), reflects the important 
economic role traditionally played by African-Caribbean women, whether they have 
dependent children or not, but they are disproportionately more likely to be lone 
parents, with direct implications for household incomes. 
Poverty is closely related to rates of pay, working conditions and above all, the level 
and duration of unemployment, which as mentioned is also significantly higher 
among the African-Caribbeans. The inequalities in the labour market are 
underpinned by structural problems of discrimination and disadvantages; these 
considerably increase both the risks as well as the incidence of poverty among the 
African-Caribbean communities. About 1 in 13 low earner parent families comes 
from minority ethnic origins - 85,000 families in all with 140,000 dependent 
children. Of these about one in two is of African-Caribbean origin (Haskey 2002). 
Since it has been observed that low paid workers are highly vulnerable to 
unemployment and often have little savings to cope with it, they have less access to 
fringe benefits and receive less benefit from official schemes where these are related 
to pay, length of service and contribution record. The employment figures suggest 
that the risk of living in poverty may be found to be the highest among children 
living in families with one or more adults unemployed followed by those in families 
with low paid workers. Since the African-Caribbean groups are over-represented in 
at least each of these groups, their children stand a significantly higher risk of living 
in poverty. Unfortunately, there are large gaps in information on the effects of 
poverty in these groups and it is patchy and unreliable on access to educational 
opportunities and work. However the lack of appropriate data does not invalidate the 
conclusion that African-Caribbean men and other minority ethnic groups are over-
represented among the low paid. Vinod (1993) argues that the available data 
understates the scale of the problem and the consequent risk of poverty. 
Racism and discrimination 
Racism is a dynamic force, its symptoms are various and it is described as changing 
across generations. German (2002) found that in Britain racism is one of the biggest 
obstacles to the success and security of most minority ethnic groups such as the 
African-Caribbeans. When other demographic indicators are taken into account 
studies have found that individual circumstances and experiences, such as 
40 
discrimination and racism play a significant role in determining individual's health 
status (Jayaweera 1991; Hylton 1999; Karlsen and Nazroo 2002). Britton's (2000) 
findings revealed that racism played a significant role in disengaging from education, 
employment and training. While Rawaf et al. (1998) found that all forms of racism 
led to a barrier in communication, created an atmosphere of rej ection and 
subsequently reduced the chances of a good health status. 
As previously discussed raCIsm and discrimination have influenced African-
Caribbean family formation and child-rearing practices: issues such as culture that 
have traditionally been overemphasised as causative factors, ignore the main issues 
of inequality, racism, disadvantage and power differences between the African-
Caribbeans and the white majority. For instance, the well-documented increase in 
the number of lone parents among African-Caribbeans is now known to have also 
been contributed to by the political and economic forces beyond the control of 
individuals, with the dominant factors contained in the interplay of institutional 
racism, resulting in the poor educational outcomes for boys, unemployment and 
vulnerability for the men. In addition, there are those for whom the tension of living 
in a racist society spills into their most intimate relationships. Social and economic 
challenges no matter how insignificant is known to be most sensitive and cause 
havoc in the relationship lives of 'vulnerable groups' such as the majority of African-
Caribbean families. The mistaken comparison of such families against white 
standards has given little attention to the influence of racism and economIC 
deprivation and has minimised their adaptive strengths (Ahmad 1996a). 
Unfortunately as Peter (1981) and Ahmad (1996a) argue, there is a lack of interest or 
recognition among social scientists on the validity and functionality of minority 
ethnic families, which have developed based on the realities of survival in a 
continuing hostile environment. Instead, the adaptations of minority ethnic families 
to the circumstances of poverty, racism and the subtle behavioural patterns that 
reflect their African heritage and differ from behaviours and living patterns of the 
whites, have been viewed by social scientists as the source of 'their problem'. 
Research priorities, therefore, have often emphasised educating minority ethnic 
families to conform to the values and behaviours of the indigenous popUlation. The 
failure to recognise the existence of racism and its sequel and to understand how it 
41 
proceeds in the lives of African-Caribbeans will have implications for healthy 
lifestyle advocates (Ochieng 2004). 
Racism and discrimination continue to perpetuate poor educational outcomes and 
lead to socio-economic disadvantages. It has also been demonstrated that racial 
discrimination has historically prevented African-Caribbeans and other minority 
ethnic groups from obtaining desirable jobs, good wages and promotions 
commensurate with their education and ability. Most people think that employers 
discriminate and many members of minority groups think that they personally have 
been discriminated against (Modood et al. 1994). Discrimination has also prevented 
them from owning houses and living in the better parts of the community. 
People who are not white in Britain are often conceived as sharing similar 
circumstances. Yet the literature search shows that the differences are even more 
important. There is an element of this kind of random or extreme diversity, but in 
the main there is a systematic pattern with particular groups being severely 
disadvantaged across a number of measures (Jones 1993). The Policy Studies 
Institute (PSI) studies in the 1960s (Jones 1993), stated that racial discrimination 
included a cultural component. But a comparison of white immigrants, such as 
Hungarians and Cypriots, with African-Caribbeans and South Asians left no doubt 
that the major component in discrimination was colour. This was supported by the 
finding that African-Caribbeans experienced more job refusals than South Asians. 
The African-Caribbeans were also found to suffer the consequences of racism more 
than the other minority groups. The multiple influences of racism on individuals' 
lives still remain to be fully analysed and appreciated. 
Conclusion 
In various studies of the health problems of minority ethnic groups, behavioural 
factors have been implicated while other social determinants such as social class, 
poverty or racial discrimination have been inadequately controlled for, with the result 
that the way of life or 'culture' of the group has been prematurely identified as the 
cause of the problem. But, as evidence considered in this review suggests, African-
Caribbean people have fewer options in their working, domestic and social lives than 
many indigenous people in Britain. The families are in general struggling under 
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conditions of economic inequality where economic and social stratification constitute 
a permanent feature of the economy and if there is a trend for the new century and 
beyond, it is clearly towards further inequality. Issues such as culture which have 
traditionally been overemphasised as causative factors ignore the main issues of 
socio-economic status, inequality, racism, disadvantage and power differences 
between them and the white majority and their role in structuring their life 
experiences. It is expected that this study will highlight the dynamic and interactive 
nature of the interplay between the structural and cultural factors as elements of the 
context in which the attitudes and the experiences of healthy lifestyles are formed. 
The unique participation of the adolescents and their families will promote an 
adequate and comprehensive understanding of the practise of a healthy lifestyle 
within this community. Before such an understanding is achieved there is a need to 
explore the 'lay' concepts of health and healthy lifestyle. The next chapter will 
analyse the two concepts and also examine the DoH healthy lifestyle strategies. 
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CHAPTER THREE 
HEALTH AND HEALTHY LIFESTYLE 
This chapter explores the 'lay' concepts of health and healthy lifestyles. The 
analysis of the underlying principles that have been used to promote healthy lifestyle 
will also be presented. This will be followed by a review of the factors that facilitate 
or constrain choices to practise a healthy lifestyle. This will include the role of 
socio-economic factors, standard of education, individual values and beliefs, the role 
of family and kinship networks, age, and the role of the media. An analysis of the 
studies pertaining to health and healthy lifestyle in particular for African-Caribbeans 
will be used to provide the relevant theoretical background information. 
Health 
There exists a wide range of definitions for the word health; the medical profession 
uses the medical model of health that emphasises the absence of illnesses or 
biological disturbance, while Kelman (1975: 634) defined health as: 
the capacity for human development and self-discovery and the 
transcendence of alienating social circumstances. 
Calnan (1987) in examining the lay definition of health found that working-class 
women used a functional definition of health, whereas their professional counterparts 
viewed health as multidimensional. Findings from working-class women 
demonstrated that health was not the major concern for most individuals, but concern 
about health was legitimate if one was physically ill. On the other hand worrying 
about health was seen as a 'bad thing' as it reflected neurosis or hypochondria and 
was seen as a waste of time and energy. Participants only valued health in allowing 
individuals to carry out their daily tasks and fulfil their obligations. In a society 
where health is an economic commodity, it is understandable that those who are most 
exposed to 'unequal' health will be least likely to readily talk about their risk status. 
Instead, they will talk, about coping with illness, about not giving in to illness and 
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about the principle of mind over matter. Calnan (1987) concluded by stating that 
'lay' concepts of health are complex and sophisticated in that health as the absence 
of illness is prevalent in 'lay' beliefs although only as one dimension among many. 
Anderson's (1984) classification of health included: health as a product; health as a 
potential or capacity to achieve preferred goals or perform certain functions; health 
as a process where health is an ever-changing dynamic phenomena; health as 
something experienced by individuals and health as an attribute of the individual 
such as physical fitness or as a characteristic of the whole person such as emotion. 
The above classifications bear some similarity with Calnan's (1987) functional 
definition of health. The definitions are in keeping with a capitalist society in that 
health can affect an individual on whether to carry out his roles effectively or not. 
Thus good health is based on the effective performance of normal roles and 
maintenance of a social system, such as going to work and the need for a doctor's 
note to certify individuals as sick. Not surprisingly, this definition whilst serving the 
interest of employers is not necessarily in keeping with the needs of the employees. 
Clarke and Lowe's (1989) examination of 'lay' perspectives on health did confirm 
some of the findings from Calnan's earlier work. Forty-six respondents identified 
physical activity as a sign of health, 14 respondents identified diet, 8 non-smoking, 6 
drinking in moderation and avoidance of illicit drugs. When asked how they knew 
that someone was healthy, many respondents identified the signs of good health in 
personal, bodily and facial appearance, movement and activity. In addition, many 
also identified healthy lifestyle strategies such as good diet, adequate exercise, non-
smoking and moderate drinking. 
The health and lifestyle survey conducted on a random sample of Britain's 
population aged 18 and over in private households also analysed the concept of 
health (Blaxter 1997). Three basic concepts emerged on the question about health 
among the better educated, the young and mostly male participants; to them health 
was seen as positive fitness, as strength and energy and having an efficient or athletic 
physical body. Older people on the other hand, expressed a functional or social 
definition of health, that is, the ability to work or perform one's normal role. In all 
contexts and among all social groups, there was a high level of agreement that health 
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is to a considerable extent dependent on behaviour. This implied victim blaming in 
that the responsibility for health and illness is in one's own hands. 
Howlett et aI.'s (1992) work analysed the responses of 94 African-Caribbean 
individuals involved in the national health and lifestyle survey. The researchers 
attempting to determine the ethnic patterns in the concepts of health and illness 
causation concluded that the apparently more fatalistic attitudes of people from 
minority ethnic groups, suggest a lack of emphasis on both voluntary behaviour and 
the presence of external factors. As for the benefits perceived of certain behaviour, 
these may relate to those who are marginalised due to certain features like class, 
ethnic background and could be a response to their overall societal position. 
Furthermore, for some individuals whose lives are already threatened due to poverty 
and discrimination like the African-Caribbeans, the possibility of appreciating the 
link between current behaviour and health in the remote future and to make 
connections so as to value the benefits derived at a personal level is invalid. 
The above studies suggest that the definition of health is influenced by individuals' 
socio-economic status, gender, education and other demographic variables such as 
culture. However, other studies such as Feinstein's (1993) have failed to highlight 
this causal association. In order to analyse African-Caribbean adolescents and 
families experiences and attitudes towards healthy lifestyle, this study will therefore 
explore their concept of health and healthy lifestyle and analyse the influences of 
definition on attitudes and experiences of a healthy lifestyle. 
Healthy lifestyle 
Though studies have been done on healthy lifestyle there is still a lack of clear 
definition including some fundamental differences in 'lay' definitions of a healthy 
lifestyle. Calnan (1987) states that healthy behaviour is any activity that prevents 
illness or detects it in a symptomatic stage. The definition bears similarities to 
Weitzel et al. (1994), who stated that healthy lifestyles are drawn from an analogy of 
health promoting behaviour or behaviours that enhance the level of health and well-
being. According to Cockerman (1997), healthy lifestyles are collective patterns of 
health-related behaviour based on choices from options available to people according 
to their life chances. Cockerman' s conceptualisation of lifestyle is the identification 
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of the interplay between choice and chance. People therefore have a range of 
freedom to choose a lifestyle, but this is within the social constraints that apply to 
their situation. These include socio-economic status, beliefs, values, age, gender, 
culture and so forth. The behaviours that are generated from these choices fonn an 
overall pattern of behaviours that constitute a lifestyle and can either have a positive 
or negative consequence on one's health. 
Though Calnan and Weitzel definitions are fundamentally different from 
Cockennan's, the three definitions are similar in that all identify illness prevention 
and conscious individual choices. In Bunton and McDonald (2002), O'Brien (1995) 
and Stebbins (1997) it is suggested that lifestyle amounts to more than patterns of 
individual or collective behaviours. These authors have collectively argued that 
lifestyle also consists of certain values, attitudes and orientations, stating that these 
psychological components justify how lifestyles and their constituent patterns of 
behaviours emerge. 
In exploring the relationship between health and healthy lifestyle the participants in 
the Calnan (1987) study identified a range of activities they believed were important 
in preventing or helping to prevent actual illnesses. Participants placed emphasis on 
behavioural elements, while social and economic factors were completely ignored. 
Despite this, a higher proportion of working-class women tended to feel that illness 
was not preventable unlike the middle class women. They felt less able to influence 
their lives in general than their middle-class counterparts. No smoking, regular 
exercise, having a good diet and avoiding stress appeared to be more popular among 
middle-class women. However, the data showed that there was some coherence 
between the working and middle-class women's 'lay' ideas about health maintenance 
as opposed to illness prevention. Most importantly promoting health and preventing 
illnesses were not seen as direct opposites, for while the women from different social 
classes had clear recipes about how to maintain health, the working-class women did 
not necessarily feel these were applicable to illness prevention. 
Williams (1995) attempted to identify the concept of a healthy lifestyle within 
people's lives. Thus a healthy lifestyle was in a reality routinised feature of daily 
life which merited no comment unless problems loomed. This prompted Kooiker , 
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and Christiansen (1995) to conclude that the importance of the relationship between 
a healthy lifestyle and the individual health may in fact have been overestimated, and 
that the relationship is a problematic one. 
In the health and lifestyle survey, behavioural lifestyle factors seem to have replaced 
the gross deprivations and infections of the nineteenth century as the major 
determinants of health status. Prominent among the factors implicated have been, 
diet, physical exercise, cigarette smoking and alcohol consumption. Healthy 
lifestyle, has therefore, become a bandwagon that carries competing ideologies, 
disciplinary techniques and economic and social priorities; a neutralised political 
space in which the individual's wellness behaviour can be measured and matched 
with institutionally controlled resources (O'Brien 1995). This, therefore, when 
placed in the context of O'Brien's (1995) arguments, suggests that today's healthy 
lifestyle has taken an entirely different significance and far from depicting gross 
socio-cultural patterns through which divisions and distributions can be investigated, 
the term now functions as a means of overcoming these patterns and undermining the 
barriers that constrain them. This in particular has been revealed in a number of 
studies that analyse individuals' lifestyle and health but ignore their life experiences 
and socio-economic status. In addition the DoH (1999) recommended strategies for 
a healthy lifestyle and their most recent White Paper (DoH 2004), suggests that a 
healthy lifestyle is a process by which social identities and sense of self are 
constructed from political, economic and cultural powers. This of course makes the 
healthy lifestyle essential, common, ephemeral and specific to individuals within the 
country. However, explanation for variations in patterns of healthy lifestyle practice 
tend to emphasise the importance of individual attitudes towards behaviour and its 
consequences and not the importance of structural barriers in which behaviours are 
carried out. This has therefore become the basis for exploring African-Caribbean 
families' attitudes and experiences towards a healthy lifestyle. 
The healthy lifestyle recommendations from the DoH (1991; 1999) are summarised 
in Figure I, which have been projected for a period until 2010 as follows: 
• 
Cancer: to reduce the death rate in people under 75 by at least a fifth 
• 
Coronary heart illness and stroke: to reduce the death rate in people under 75 by 
at least two-fifths 
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• 
• 
Accidents: to reduce the death rate by at least a fifth and serious injury by at least 
a tenth 
Mental illness: to reduce the death rate from suicide and undetermined injury by 
at least a fifth. 
Figure 1: DoH 1999: Healthy lifestyle strategies and the intended illness 
prevention 
Mental Health 
• Increase the 
understanding of 
what good mental 
health is. 
• Contribute to the 
creation of a happy 
and healthy work 
and school 
environment. 
Cancer 
• Cover up in the sun 
• Practise safer sex 
r 
• Follow sensible drinking 
advice. 
• Take up physically active 
lifestyles (to improve bone 
density and prevent 
osteoporotic fractures. 
• Ensure a healthy diet with 
sufficient calcium and 
vitamin D intake for bone 
health. 
• Use opportunities for 
relaxation and physical 
exercise and try to avoid 
using alcohol/smoking to 
reduce stress. 
1 
Accidents 
.. 
• 
• 
• 
• 
Stop smoking or cut down. 
Increase consumption of 
fruits, vegetables, and dietary 
fibre each day. 
A void high consumption of 
red and processed meat. 
Maintain a healthy body 
weight that does not increase 
during adult life 
1 
Coronary Heart Illness 
and stroke 
• Manage their own 
--~. blood pressure if 
they are at risk or 
suffering from 
circulatory illness. 
• Ensure that cyclists especially children and 
young people, wear cycle helmets. 
• Undertake effective training to improve road 
safety skills. 
• Ensure that children and young people take 
up cycle/pedestrian training. 
For the DoH (1999) to recommend a particular set of healthy lifestyle for all British 
residents, is to suggest that individual's attributes such as socio-economic status, 
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culture, ethnicity, life experiences or even history have been ignored. The African-
Caribbean community is fundamentally different from the indigenous population in 
Britain; there are obvious differences based on ethnicity and history and other 
variables such as their socio-economic status, values, attitudes, life experiences and 
so forth, but to date no study has fully explored the African-Caribbean 'lay' 
definitions of health, healthy lifestyle and the relationship between health and the 
practice of healthy lifestyle. 
The rationale for a healthy lifestyle 
A number of studies have explored the relationships between some healthy lifestyle 
strategies and illness prevention; these include the value of a healthy diet, exercise, 
social support and the effects of a stressful life on individual health status. There is 
now accumulating evidence that eating patterns playa major role in preventing 
illness and in creating the capacity for energetic and productive living (Hirayama 
1994). While healthy diet remains valid in illness prevention, many historical and 
cultural factors influence the dietary intake of individuals. James (2004) argues that 
dietary intake attitudes are normally established early in life and primarily related to 
cultural, psychosocial and socio-economic factors. In her study of African-
Americans, she concluded that healthy lifestyle messages on diet must be culturally 
relevant and sensitive to individuals' lifestyle and should also reflect a positive 
image of them as consumers. 
A physically active lifestyle, including walking, cycling or participating in sport 
reduces the risk of coronary heart illness and promotes good mental health. 
However, in Johnson et al. (2000) it was found that while it was generally agreed by 
respondents that exercise is a 'good thing' it was clear that many participants were 
not taking what they would regard as 'desirable' levels of exercise themselves. The 
reasons included were classified into physical barriers, access and availability, time 
constraints, emotional factors and lack of motivation. In a study by Dunda et al. 
(2001) that investigated ethnic differences in behavioural risk factors for stroke, it 
emerged that the African-Caribbeans and the Africans were less likely to exercise 
than the white respondents. In comparison with the whites, a significant number of 
Africans and African-Caribbeans expressed a willingness to change beha\'iour by 
stating that they would like to do more exercise. Though the data was not analysed 
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according to socio-economic differences, the fact that 27.4% of whites were in social 
class I and II, while for the African-Caribbeans the figure was only 11 %, could have 
played a significant part in participants' decision to exercise. Dunda et al.'s (2001) 
study also analysed the prevalence of smoking and alcohol consumption. The 
proportions of smoking and drinking were the highest among the whites. Cappucino 
et al. (1997) had earlier also found that African-Caribbeans smoked and drank less 
than the whites. Both studies concluded that cultural beliefs played an important role 
in relation to alcohol intake and to individuals' perception of their weights. The need 
for cultural sensitivity in health promotion was also confirmed in Molokhia and 
Oakeshoft (2000). The authors argued that individuals were more likely to want and 
respond to health promotion interventions if they were cultural and language 
specific. 
Inadequate social support or lack of social networks is known to lead to harmful 
effects on health and on the chances of recovering from illness. Townsend et al. 
(1988) found that stress is associated with decreased life satisfaction, development of 
mental disorder, occurrence of stress-related illnesses (cardiovascular illness, 
gastrointestinal disorders, low back pain, headaches) and decreased immunologic 
functioning. While in Hemingway and Marmot (1999), lack of social support was 
found to predict the occurrence of coronary heart illness while Uchino et al. (1996) 
highlighted the association between lower social support and higher blood pressure. 
While specific healthy lifestyle strategies such as exercise are important, it is the 
interrelationships between varying behaviours, in essence practising a broad range of 
healthy lifestyles, which will contribute to the prevention of illness (Dubbert 1995; 
Schwarz et al. 1994; Woodward et al. 1994). Most lifestyle theories recognise that 
illnesses are not caused by a single factor, but more by the interaction between 
behavioural/psychological factors, environmental/sociological circumstances and 
physiological characteristics (Ochieng 2006). In short, the inference to be drawn 
from such studies is that a healthy lifestyle is not uni-dimensional, rather it is a 
complex, multi-dimensional phenomena that may not be practical for certain 
individuals. For example, smoking is the greatest single cause of avoidable illness 
and preventable death in this country (DoH 1999), but Blaxter (1990) argues that, 
whilst stopping smoking may considerably improve the health status for those of 
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higher socio-economic status, its impact is considerably less for members of lower 
socio-economic groups. This is because of other constraints or factors that are 
present in their lives that influence their health status such as poor wages and 
working conditions. Even among the privileged white male middle class, there are 
certain factors which constrain the adoption of healthy lifestyles, for example, 
different sets of values and stress-related jobs. It is therefore expected that these are 
likely to impose even greater limits on lifestyle choices among the discriminated and 
the marginalised individuals such as the African-Caribbeans. 
The above analysis confirms that there are now a number of studies that have 
examined the health behaviours of different cultural groups; however, there is a 
dearth of information about health related-beliefs and behaviour patterns in African-
Caribbean communities in Britain. 
Factors that influence choices to practice a healthy lifestyle 
It has been increasingly recognised that a healthy lifestyle is associated with other 
aspects of social life; this therefore suggests that it should be treated as a secondary 
phenomenon that merits inspection within the context of the primary criterion. 
Similarly, the literature on risk reduction suggests that a number of models and 
factors such as socio-economic status, levels of education, health beliefs, social 
relations, gender, religion, age, environment and media are important determinants of 
a healthy lifestyle. This perspective suggests that participation in a healthy lifestyle, 
with its behavioural emphasis, which typically involves decisions about food, 
exercise, smoking, alcohol, drug use, risk of infection and accidents, is not 
necessarily up to the individual. For example, structural constraints embedded in 
one's life may be the dominant factor in the decisions to practise a healthy lifestyle. 
These constraints may, in fact, leave people with little or no choice in exposing 
themselves to unhealthy conditions and practices. 
Researchers have demonstrated that the socio-economic position can be related to a 
variety of attitudes, which in themselves denote a particular lifestyle (Giraldes 1996; 
Mane 1994; Macdonald and Wells 1995; O'Brien 1995; Sobel 1983; Stebbins 1997). 
Stebbins (1997) states that lifestyle is the essence of social class and that social class 
construct is in reality a subset or the indicator of a lifestyle. Individuals within the 
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different social classes live a 'style', such as adopting different leisure activities, not 
only in response to their gross socio-economic divisions but to sustain the boundaries 
and barriers that comprise their social meanings (Stebbins 1997; O'Brien 1995). 
Townsend et al. (1988) also established this relationship when they confinned that 
people in the higher social classes had different dietary styles, leisure activities and 
attitudes towards their health. However, socio-economic status affects lifestyle 
behaviours in relatively important ways; for example, Wister (1996) found that those 
effects of socio-economic status on exercise and smoking were greater for younger 
and middle-aged groups than for older age groups. O'Brien (1995) found that even 
amongst the occupants of distinct hierarchical positions, lifestyle variation also 
occurred within such a group. The influence of socio-economic position on healthy 
lifestyle should therefore be acknowledged. 
As the health and lifestyle survey data suggested, at a perhaps superficial level, all 
social classes have adopted some healthy lifestyle habits, though there is no doubt 
that the circumstances of more privileged lives pennit greater actual participation in 
health-promoting activities. Studies have suggested that participants in poorer 
circumstances or difficult life situations describe their own behaviour in defensive 
terms, though they are well aware of the 'approved' messages. For the families 
experiencing racism, discrimination, socio-economic disadvantages and poverty, a 
healthy lifestyle may be seen as a luxury, which they cannot afford or something for 
which their life has no space. 'Unhealthy' behaviours, such as unhealthy diet and 
lack of exercise may be presented as an inevitable response to their circumstances. 
The influence of education on healthy lifestyle experiences has been confinned in a 
number of studies (Davis et al. 1995; Edwards 1997). Davis examined the increasing 
disparity in knowledge of cardiovascular illness risk factors and risk-reduction 
strategies by socio-economic status. Educational attainment (a proxy for socio-
economic status) strongly influences both acquired and perceived knowledge. Both 
types of knowledge increased twice as much in the group with college education in 
comparison to the group with fewer than 12 years of education. Though interest in 
modifying risk factors was high for all educational groups and remained so over 
time, mainly the individuals with higher educational attainment were likely to alter 
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their behaviour. Similarly in Edwards (1997), there was a continuing and widening 
know ledge gap between the less and the better educated. 
It has become widely accepted that ethnic identity is a multi-faceted concept, with 
cultural, structural, symbolic, psychological and functionally instrumental 
dimensions (Henry and Bankston 2001; Keefe 1992). In a study by Robinson 
(2000), which compared 40 African-Caribbean adolescents in residential care in the 
West Midlands with a group of 40 other African-Caribbean adolescents attending a 
multiracial comprehensive school, the findings confirmed that there is a positive 
correlation between self-esteem and racial identity. Ferrell's (1995) previous 
investigation into the relationship between attitudes towards racial identity, self-
esteem, life events and the psychological well-being of people of African-Caribbean 
descent in Britain, found a correlation between racial identity and psychological 
well-being. The relationship between racial identity attitude and self-esteem also 
emerged. These studies confirm that a positive ethnic identity has the potential to 
influence an individual's well-being. According to Bourdieu (1977), the choices 
individuals make concerning their lifestyle are related to 'who' and 'what' they are. 
Individuals' perception of who and how they are perceived to be, may therefore 
influence to some degree experiences and attitudes towards a healthy lifestyle. 
Unfortunately, the intricate connection between a healthy lifestyle and cultural 
identity has never been considered. For the African-Caribbean community this 
disregard becomes particularly poignant, because the meaning and importance of 
healthy lifestyle variables are culturally specific, as they depend on some cultural 
habits such as eating, social relations and prevailing knowledge. 
Psychological factors are perhaps the most imperceptible factors that impinge on 
healthy lifestyles (Friedman and Roseman 1974; J acard and Wilson 1991; Mane 
1994). It is undoubtedly true that some situational factors also contribute to stress 
such as constant threat of discrimination and racism (Atwater 1990). Beliefs, 
attitudes and values have also been found to influence the healthy behaviour. For 
example, in the analysis of the health and lifestyle survey (Blaxter 1990), there was 
some evidence to suggest that attitudes did exert an effect on behaviour. When 
social class and income were controlled, the relationship between attitudes and 
healthy lifestyles became minimal. However, the connection between concepts of 
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health and beliefs about health maintenance remained evident, in that a dimension of 
health that is very prevalent in lay concepts of health is: health, as being fit, active 
and strong (Calnan 1987; Blaxter 1990). Hylton (2000) noted that the participants 
involved in his study, held a perceived belief in that people of African descent have 
survived because they have inherited a reservoir of spiritual and physical strength 
that they tap into during intense periods of stress. Such a belief will undoubtedly 
have an influence on individual decisions to practise a healthy lifestyle. 
Attitudes to health may also vary among people, based on their attitudes towards the 
source of the information on positive lifestyles, their future and prolonged survival 
and social relations. Morgan and Grube (1994) suggest that normative influences, 
expectation of consequences, personality and social factors also have some relevancy 
when decisions about engaging in a healthy lifestyle are undertaken. Normative 
influences are at least two types, perceived approval, which consists of beliefs about 
the extent to which parents or peers approve or disapprove of a particular behaviour 
while behavioural norms consist of beliefs about the extent to which 'significant 
others' engage in the behaviour themselves. Expectation of consequences also has 
two components. First, there is the perception of the likelihood that a given 
behaviour will have specific personal consequences for the individual and secondly 
there is the evaluation of these consequences. Interesting though Dunda et al.' s 
(2001) ethnic differences in behavioural risk factors for stroke found that the 
African-Caribbeans and the Africans were more fatalistic in their outlook in 
comparison to the whites, it was clearly shown that the African-Caribbeans and the 
Africans expressed a willingness to change in relation to smoking, exercise and 
weight loss, which suggests that, for the African-Caribbean, beliefs, values and 
attitudes towards such behaviours are yet to be appreciated. 
The role of parents and family in shaping and sustaining the healthy lifestyle is 
widely embraced by developmentalists, and has become an increasingly important 
focus of study to understand the sources of unhealthy lifestyles (Jha 1994; Koo et al. 
1997; Osler 1995). In Osler's study, the findings revealed that emotionally 
segregated individuals had a less healthy lifestyle compared to individuals who 
believed themselves to be in a socially integrated environment. While Sijuwade 
(1995) concluded that the emerging increase of mental health issues (increases in 
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crime, prostitution and drug addiction) in Nigeria is attributed to the changes in the 
decline of traditional support. These findings support Branigan and Cousins (1995) 
findings that the mere presence of family and friends has a positive effect on an 
individual's lifestyle. The status of an individual whether married, single, father, 
mother, or a child from a single/nuclear family may contribute to a particular 
lifestyle. Social relations in childhood also have influences on long-term healthy 
lifestyle patterns. The establishment of regular and routine healthy habits and 
patterns largely occurs within the home and family environment; while conversely, 
the absence of them also finds its origin within this environment. It is within this 
environment that encouragement, punishment, and direction of a specific healthy 
lifestyle are reinforced or discouraged, consciously or unconsciously. The social 
relationships developed in childhood will therefore act as a crucial avenue for the 
development of healthy lifestyles. 
The interrelationship between age and lifestyle has been widely acknowledged 
(Blaxter 1990; Johnson et al. 2000; Townsend et al. 1988). For example, there is a 
marked difference in the lifestyle of young people and their parents. During 
adolescence, the profound changes in the physical, emotional and social attitudes and 
the need for experimentation may cause upheavals that reflect itself as 'problem 
behaviour' such as drug use, excessive drinking and smoking. In addition, a number 
of studies have confirmed that there is a gender variation in decisions about engaging 
in a healthy lifestyle (Dixon 1997; Uitenbroek 1994), while in Cox et al. (1993), the 
views on health and ill health remained obvious between the sexes and between the 
socio-economic groups in many areas of healthy behaviour, attitudes and beliefs. 
However, women placed a greater emphasis on social, environmental and dietary 
factors as influences on their health. 
Research on lifestyle issues, social networks, and promotion of well-being and 
coping with stressful agents reveal a negative relationship between various measures 
of religious commitment and drug use. Levin (1994) states that a number of 
epidemiologic studies have confirmed a significant statistical relationship between 
the individuals' spiritual beliefs, morbidity and mortality. There is also significant 
evidence to suggest that a child's early involvement in religious church activities 
may have some deterrent effect on unhealthy behaviour such as drug use (Craig and 
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Brown 1975; Globetti and Brigance 1974). The positive influence of religious 
beliefs on well-being is directly related. Ellinson (1991) found that individuals with 
a strong religious faith report a higher level of life satisfaction, greater personal 
happiness and fewer negative psychosocial consequences of traumatic life events. 
This suggests that they experience good health in comparison to others without any 
religious beliefs. 
Other influences on healthy lifestyles include the media and the environment. The 
role of the media in creation, perpetuation and reconstruction of lifestyles, for 
example, cigarette smoking and young people, is valid. The environment where 
individuals live or operate has also been found to affect decisions about the healthy 
lifestyle (Minors et al. 1994). However, it is not merely anyone demographic 
characteristic that necessarily influences experiences and attitudes towards a healthy 
lifestyle, but it is the inter-relationship between a range of demographic 
characteristics that often have a bearing on healthy lifestyles (Ochieng 2006). The 
indicators are interrelated and may all concurrently contribute to decision to 
participate in a healthy lifestyle; for instance, individuals may be in the same socio-
economic positions but differences in culture, gender and religion may influence 
their decision. The messages on promoting or adopting a healthy lifestyle do not 
appear to have taken such individual differences in consideration. 
Conclusion 
The healthy lifestyle explanation lays the blame for poor health upon the individual's 
unhealthy behaviour and it places responsibility for health directly on the individual 
and his or her lifestyle choices. This victim blaming sanctions policy makers to 
evade responsibility and allow the capitalist system and its health care sector to 
escape blame for unhealthy social conditions. There is some justification for this 
view if a healthy lifestyle is considered to be more or less exclusively based on 
individual choice; however, as established, there is no empirical evidence that 
healthy lifestyles are merely a deliberate product of independent individuals. 
Currently there is a dearth of empirical evidence on the influences of black and 
minority ethnic families on healthy lifestyles. In exploring the attitudes and 
experiences of African-Caribbean adolescents and their families towards a healthy 
lifestyle, the study will explore in-depth the facilitating and limiting factors that 
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influence families' decision to choose a healthy lifestyle. Before providing an 
account of West Yorkshire's African-Caribbean adolescents and their families 
attitudes and experiences towards a healthy lifestyle, a description of and a 
justification for, the method and methodology employed in the collecting of evidence 
is required. This is the topic of the next chapter. 
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CHAPTER FOUR 
RESEARCH METHODOLOGY 
The methodology section of a thesis deals with the correlation between data and 
theory, and is regarded as a focal point (Phillips and Pugh 2000). It is one of the 
main features in the process of a research design and provides insight into the 
epistemology of a research project. In addition it justifies the chosen methodology in 
the light of the current field. Peters (1981) states that studies of the relationship 
between attitudes, experiences and healthy lifestyles should lay emphasis upon 
meaning and interpretation through which people make sense of their world. 
However, in the research studies analysing various aspects of health and minority 
ethnic groups, it was found that the methodology in most instances failed to take into 
consideration the adaptations of minority ethnic families to their life circumstances 
(Ahmad 1996b). This has often involved unintentional and subtle racist strategies 
and approaches, which take the white middle-class patterns of behaviour and culture 
as 'normal' and healthy, while labelling black and minority ethnic behaviours as 
deviant. For these reasons qualitative method was deemed as the most appropriate, 
as it recognises the pressures, demands and extreme constraints of the environments 
in which people live. The explorative and descriptive stance synonymous with 
qualitative methods ensures that issues germane to the experiences and attitudes 
towards a healthy lifestyle were appropriately explored. This section will discuss the 
broad issues of qualitative methods, ethnography as the methodology of choice, 
sampling and gaining access strategies, description of participants and reflexivity 
which will include my personal experiences of the research process. 
Qualitative methods 
A complex, interconnected family of terms, concepts and assumptions surround the 
words qualitative research (Denzin and Lincoln 1998). The term 'qualitative' 
implies an emphasis on processes and meanings that are not measured. Qualitative 
methods have also been described as a systematic inquiry primarily based on the fact 
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that knowledge about humans is not possible, without fonnulating their experiences 
(Polit and Hungler 1995). According to Bums and Grooves (1995), the purpose of 
qualitative research is to generate new theories. To accomplish this, the researcher 
has to 'get outside of any existing theories that explain an occurrence and instead be 
aware of new theories that may emerge from the abstract thinking processes during 
the personal experiences of the qualitative process (Bums and Grooves 1995; Morse 
1991). Qualitative research is multi-method in focus, involving an interpretive, 
naturalistic approach to its subject matter. This means that qualitative researchers 
study things in their natural settings, attempting to make sense of, or interpret, the 
phenomena according to the meanings people bring to them. 
Qualitative methods have been criticised as being unscientific, only exploratory, 
personal and full of biases. It is called criticism and not theory, or it is interpreted 
politically as a disguised version of Marxism or humanism (Denzin and Lincoln 
1998). However, while both qualitative and quantitative researchers are concerned 
about the individual's point of view, quantitative methods or positive sciences seldom 
are able to capture the participant's perspectives because they have to rely on more 
remote, inferential empirical materials. On the other hand, qualitative researchers 
seem to get closer to participants through their method of data collection such as 
interviewing and observation. However, according to Fine et al. (2000) the data 
produced from such encounters is regarded by quantitative researchers as unreliable, 
impressionistic and not objective. Therefore the opposition to quantitative methods 
by qualitative researchers is seen as an attack on reason and truth; likewise the 
positive science attack on qualitative research is regarded as an attempt to legislate 
one version of truth over another (Bryman 1988). This is because qualitative 
researchers are more likely than quantitative researchers to confront constraints of 
the everyday social world; they see this world in action and their findings embedded 
in it, whilst quantitative researchers abstract from this world and fail to study it 
directly. Rigour in qualitative research is associated with openness, scrupulous 
adherence to a methodological perspective, and thoroughness in collecting data and 
consideration of all the data in the SUbjective theory development. In quantitative 
research, rigour is reflected in narrowness, conciseness, and objectivity and leads to 
rigid adherence to research designs and precise statistical analyses (Denzin and 
Lincoln 1998). 
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Qualitative researchers are committed to an emic epistemology, case-based position, 
which directs their attention to the specifics of particular cases, accepting that rich 
descriptions of the social world are valuable (Schwandt 2000). They stress the 
socially constructed nature of reality, the intimate relationship between the researcher 
and what is studied and the situational constraints that shape inquiry while at the 
same time seeking answers to questions that stress how social experience is created 
and given meaning. According to Bryman (1988: 50), the emic epistemology 
underpins the intellectual undercurrents of qualitative research and constitutes a 
number of strands including phenomenology; symbolic interactionism and 
naturalism. Because the data is so in-depth, only a few individual situations are 
studied, though a number of contextual variables are considered. In the emic 
epistemology, the designs remain logical, are often driven by data derived from the 
field (an inductive approach) rather than a theory being tested (deductive approach). 
Goffman (1989: 125) in describing the need to discover symbolic interactionism 
draws attention to the process by which the emic investigator: 
subjects yourself, your whole body, your whole situation, to the set of 
contingencies that play upon a set of individuals so that you are close to them 
while they are responding to what life does to them, not just listen to what 
they talk about but pick up their minor grunts and groans as they respond to 
their situation. 
It is this approach of the emIC epistemology, which includes capturing the 
individual's point of view, examining the constraints of everyday life and securing 
rich descriptions that made a qualitative in-depth approach in particular ethnography 
crucial in understanding how families made sense of their experiences. 
Ethnography 
Ethnography originated as the research methodology for the discipline of 
anthropology and as such has been associated with studies of primitive, foreign, or 
remote cultures and though all ethnography focuses on culture, not all-cultural 
research is, or needs to be, ethnographic (Denzin 1997). It has also been described as 
the study of behaviour in 'natural setting' and it certainly has a strong constructivist 
approach. Most recently, the emphasis has shifted to obtaining cultural knowledge 
within one's own society; this is demonstrated by the increasing tendency to 
61 
undertake studies in applied fields such as health and education (Hammersley and 
Atkinson 1995). Traditionally ethnography consists partly of participant observation 
and partly of conversation or interview (Werner et al. 1987). While the mix of the 
two is argued as important, ethnographic practice today is diverse with wide-ranging 
methods and numerous applications (Atkinson et al. (2001). These have of course 
spread far beyond the disciplinary confines of anthropology and sociology. Though 
ethnography today is diverse, the most recent postmodern ethnography approach is 
the preoccupation with individual experiences and voices (Cortazzi 2001; Snow et al. 
2003). The other side of the future of ethnography is its increasing focus on 
narratives. Ethnography within sociology and the health care context is especially 
valuable, as it provides an opportunity for the exploration of beliefs, values and 
perceptions of people. Ethnography has therefore been used in a large number of 
studies relating to general perceptions of health and the value of understanding 
illness perception prior to health promotion interventions. 
According to Hammersley (1998: 2) and Hammersley and Atkinson (1995), 
ethnography has a strong emphasis on exploring the nature of particular social 
phenomena and instead of setting out to test hypotheses about them, people's 
behaviour is studied in everyday context, rather than under conditions created by the 
researcher. Secondly, it has a tendency to work primarily with 'unstructured' data. 
Thirdly, in ethnography there is a tendency to investigate a small number of cases, as 
in this study where only ten families were involved. Ethnography involves three 
rather distinct phases (Foddy 1995); the first concerns the collection of information 
or data on a specified or proposed culture; the second refers to the construction of an 
ethnographic report or account and in particular to the specific compositional 
practices used by the ethnographer to fashion a cultural portrait and the third phase is 
the reading and reception of an ethnographic text across the various audience 
segments. According to Hammersley (1998), each phase raises distinctive and 
problematic concerns for the participants, the researcher and the consumers of 
ethnography. For example, in the first phase, the relationship between ethnographer 
and the people studied has sometimes been attacked as exploitative and to avoid this 
criticism I chose a much more participatory approach which is defined as, research 
by and for participants, with the researcher playing no more than a facilitative role. 
This was accomplished by seeking a more conversational interview, with limited 
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directive questions and more focus on searching for clarifications on issues being 
discussed. The unstructured discussions were designed to explore the perspectives of 
the people concerned. However, there were occasions when some directive 
questions were used to clarify issues, test responses and provoke responses. 
Ethnography is fully committed to the idea that an adequate knowledge of social 
behaviour cannot be fully grasped until the researcher has understood the symbolic 
world in which people live, that is, the meanings people apply to their experiences 
and meanings developed through patterns of behaviour that are in some way 
distinctive by comparison to the outside world. Fielding and Fielding (1993), state 
that to get a full and adequate knowledge of these special meanings the researcher 
must adopt the perspective of the participants, in an effort to see things as they do. 
This suggests that the researcher will need some insight into their history, culture and 
living conditions. In this study, such requirements were taken for granted as the 
researcher is not only of African descent, but is a member of the Black Health Forum 
in Yorkshire and has numerous contacts both socially and in her professional career 
with members of the African-Caribbean community. Such an understanding was 
also enhanced through the literature search conducted at the outset of the study. 
Since ethnography seeks to explain both explicit aspects of a culture and its tacit 
elements (outside of awareness), it is in essence about finding out 'what it means to 
live' within a particular culture (Lareau and Shultz 1996: 3) and consistent with 
current social scientific theory, there is a strong 'bi-directional influence' (Davies 
1999), which underpins all preparations for entry to the field. Therefore rather than 
studying people, ethnography means learning from them by the exchange of 
information on their lives, selves and voices. Knowledge gained from data is 
intended to inform it rather than control. The ethnographic interaction should result 
in a free exchange of ideas and a mutual sharing of information (Sorrell and 
Redmond 1995). Coffey (1999) argues that since ethnographic fieldwork and the 
texts that are derived from it are concerned with studying of lives and experiences, 
the fieldwork becomes a lived reality and relies upon the experiences of being there. 
The value of ethnography is perhaps most obvious in relation to the development of 
theory, since it does not utilise an extensive pre-field work design as social surveys 
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and experiments. The strategy and even direction of the research can be altered 
relatively easily with what is required by the process of theory construction. As a 
result, ideas can be quickly tried out and if promising, followed up. In this way, 
according to Hammersley (1998), ethnography allows theory development to be 
pursued in a highly effective and economical manner. In particular the use of critical 
ethnography (Thomas 1993) can enhance the understanding of the culture or 
subculture of the people we are studying. Critical ethnography is a type of method 
that examines culture, knowledge and action; it therefore describes, analyses and 
opens to scrutiny otherwise hidden agendas, power centres and assumptions that 
inhibit, repress and constrain. This strategy allows participants to give meanings to 
social processes such as the attitudes and experiences of healthy lifestyle. In addition 
it dispels ideology and promotes emancipation. These particular features of critical 
ethnography were central in addressing the objectives of this study. 
The maIn reasons for rejecting 'conventional ethnography' stems from its 
commitment to describing and explaining the social world rather than analytically 
engaging, immersing and participating in the lives of participants. Besides, 
conventional ethnography utilises observational surface appearances and not the 
underlying reality, thereby documenting current patterns of events without 
discovering how participants themselves might challenge these. Most significantly a 
number of authors argue that a 'good' ethnography should be judged by the rigour of 
the analysis rather than the proximity of the researcher to the participants (Davies 
1999). Though the research method used in this study may be criticised for not 
utilising observational data, vital additional materials were obtained by taking part in 
and observing behaviours at church events, social gatherings and community 
programmes targeted at black families. Like Williams (1990) study, it fulfilled a 
fundamental aim of ethnography as it involved an 'immersing participation' (Bloor 
2001) in the lives of the ten families, offering me the ability to provide descriptions 
of their way of life. 
The case for ethnography interviews 
In ethnography, it is important for the ethnographer to not only identify the best 
source of data but consider the problems of accessing that data. Considering some of 
the advantages of using interviews as a data collection strategy in ethnography and 
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the time-span, this became the main data collection strategy. Data was gathered by 
relatively informal conversations where this approach to data collection was 
'unstructured', in the sense that it did not involve following through a detailed plan, 
nor were the categories used for interpreting what people said entirely pre-given or 
fixed. 
Though ethnographic observations are important, observations without comments by 
the participants of a culture can be misleading. At the same time, it is important to 
realise that the ethnographer's observations are potentially ethnocentric and 
subjective (Agar 1996). In principle, in observations, one should aim at making 
notes as soon as possible after the observed action that is to be noted, since the 
quality of notes diminishes rapidly with the passage of time: the detail is quickly lost 
and whole episodes can be forgotten or irreparably muddled (Angrosino and May de 
Perez 2000; Wolcott 1995). The ideal would be to make notes during actual 
participant observation, but this could not have been possible, because the 
opportunities were very limited. There were restrictions arising from the social 
characteristics of the research settings, as well as potential challenges that may relate 
to the nature of the ethnographer's vis-a-vis participants. Since the conduct of note 
taking must be broadly congruent with the context of the setting under scrutiny, it has 
been well documented that however well socialised the participants are, open and 
continuous note taking can be perceived as threatening, inappropriate and could 
prove disruptive to the overall data collection process. 
Ethnographic interviewing is argued as the most common important data gathering 
technique used to explore in-depth participants culture (Denscombe 2003; Fetterman 
1989; Heyl 2001). The interviews explain and put into larger context what the 
ethnographer sees and experiences. They are not only useful in establishing and 
maintaining a healthy rapport but are pertinent in discovering what people think and 
how one person's perceptions compare with another's. Such comparisons help 
identify shared values in the community - values that inform behaviour. The 
interviews do not involve any specific types or order of questions and are able to 
progress much as a conversation does following the turns of the participants or the 
researcher's interests. Other advantages include the ability to obtain in-depth 
responses from all participants. 
65 
However, ethnographic interviews are probably the most difficult to conduct 
appropriately and productively. In this study, some of the disadvantages are that they 
were time consuming and arrangements for meetings were at times difficult to make. 
According to Gorden (1980), in order to minimise issues of ethics and control, 
informal interviews should be user friendly; in other words, they should be 
transparent to the participant who should also be fully informed about the main aims 
and objectives of the interviews. Though this was time-consuming and labour-
intensive, I was able to form a relationship with families that also addressed some of 
the ethical difficulties that may have risen, such as, manipulation and treating them 
as objects in order to get what one wants from them. The objective for ethnographic 
interviewing was to elicit from the participants, rich detailed materials and to find out 
what kinds of things are happening rather than determining the frequency of 
predetermined kinds of things that the researcher believes can happen. The 
interviews were detailed, exploring the issues at great depth and participants were 
also interviewed more than once and over an extended period of time, I was able to 
discuss with them and cover more completely their attitude and experience of a 
healthy lifestyle than would have been achieved by observation. 
The effect of context on responses is sometimes a critical one; in general any 
ascribed characteristic of the researcher such as ethnicity, age, sex, social class and 
religion can have a bias on the responses obtained in any sort of interview. The best 
practice to minimise this sort of interview bias is to match the ascribed characteristics 
of the researcher with those of the participants (Kvale 1996). In this study, all 
interviews were conducted in English; they were all conducted by the researcher, 
who is female, African, with a family and therefore shares some characteristics with 
the study population and is fluent in English. 
The setting of the interview was the participants' home. My inexperience in doing 
ethnography of this kind also meant that I was unable to anticipate some situations or 
know what was likely to happen, such as cancellations at short notice and 
disagreements of opinions between close family members. Though the effects of 
such situations on the data collected were minimised by allowing as much flexibility 
as possible including informing participants to choose to discontinue or opt out if 
they felt that issues being discussed were too sensitive. Luckily this did not prove to 
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be the case. However, everyday life can never be pre-planned and I was responding 
to all sorts of factors and considerations that arose from the situation that could not 
have been totally foreseen. 
Ethnographic interviewing is of central importance because as Denscombe (2003) 
argues that in such situations the respondents are normally invited to give their 
version of events in their own words. This corresponded to my aim of wanting to 
give the families a voice in research, as well as seeing things from their perspective. 
It was necessary to approximate the 'feeling' of the unforced conversations of 
everyday life. This took the form of a conversational type of interaction between the 
researcher and families (Kvale 1996). Though an informal interview is different 
from a conversation, it typically merges with one, forming a mixture of conversation 
and embedded questions (Silverman 1997). The questions would typically emerge 
from conversation, in some cases they are serendipitous and result from comments 
by the participant. As previously mentioned, the interviews were informal and 
unstructured; while I had general themes or topics that I wanted to cover I also 
followed up other areas that the families raised themselves. This form of interview is 
a valuable strategy for discovery as it is more flexible and there is no danger of loss 
of meaning as a result of imposing a standard way of asking questions (Fielding 
1993). In order to develop a healthy rapport before introducing sensitive topics, I 
began with non-threatening questions deeply embedded in conversation before 
posing highly personal and potentially sensitive questions. In practice, the interviews 
started at the more formal end, becoming more open-ended and like 'ordinary 
conversations' . Hammersley (1983: 121), describes interviews as 'social episodes' 
and through the interviewing process I also observed the interaction between the 
different family members. Though I started the research from a particular theoretical 
stance, in practice the research process was a flexible and ad hoc affair and 
reflexivity became a central part of the whole data collection process. 
The ethnographic literature on interviewing stresses the importance of building a 
relationship between the interviewer and the interviewee and the fact that 
interviewing is a two-way process (Burgess 1984; Woods 1986). As Denscombe 
(2003), states, the ethnographic researcher who uses interviews needs to be aware 
that the respondents are far from passive providers of data. On the contrary, they are 
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active agents with an interest in what appears 'for the record' and the information 
they do give is consequently negotiated between the researcher and the respondent, 
reflecting the extent of rapport and trust established between the two. I followed 
Oakley's (1981: 41) advice that: 
in most cases, the goal of finding out about people through interviewing is 
best achieved when the relationship of interviewer and interviewee is non-
hierarchical. 
Similar to the studies by Cornwell (1984) and Oakley (1981), I interviewed the same 
people more than once. For my own interviews though I made only two visits, 
lasting an average of 4-5 hours but during this length of time topics often arose more 
than once; so I decided against repeating them. Instead each topic and area were 
aired at length and gave space for the interviewee to narrate several and at times 
contradictory sets of values. As has been noted (Cornwell 1984) people very often 
hold conflicting worldviews without apparently seeming a problem. Indeed all-
family members were asked to tell their story. 
Triangulation is basic in ethnographic research and is at the heart of the ethnographic 
validity and this would normally comprise testing one source of information against 
another. Typically, the ethnographer compares information sources to test the 
quality of the information (Denzin 1997), in order to understand more completely 
participants' experiences and ultimately to put the whole situation into perspective. 
Triangulation can occur naturally in conversation as easily as in intensive 
investigatory work. What this type of triangulation amounts to is checking 
inferences drawn from one set of data sources in comparison to others. Denzin 
(1997) further argues that, generally, data-source triangulation involves the 
comparison of data relating to the same phenomenon but deriving from different 
phases of the fieldwork the accounts of different participants (including the 
ethnographer) involved in the setting. This was achieved by discussing the same 
topics with different families and therefore asking a number of similar questions to 
different families. Triangulation therefore improved the quality of data and the 
accuracy of ethnographic findings. 
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Validity, reliability, rigour and ethnography 
There have been several attempts to apply validity and reliability to ethnographic 
research (Chambers 2000; Guba and Lincoln 1989; Hammersley 1992). The validity 
and the reliability of ethnographic findings involve assessing their plausibility and 
credibility and that of any evidence provided in support of them; secondly, how 
convincing is the relationship between the claims they have presented to support it. 
In this study validity and reliability were achieved by first assessing the plausibility 
in terms of already existing knowledge on some of the issues raised by participants. 
Since most appeared very reasonable, they were simply accepted. However, where 
little was known, reliability should be assessed by taking account of the process by 
which the data was collected and the overall research methodology. In this study, 
rigour was achieved by focusing on verification; this included the responsiveness of 
the researcher during fieldwork, methodological coherence, sampling, data analysis 
and thinking theoretically. 
Sampling and gaining access 
Where the researcher's aim is to generate theory and a wider understanding of the 
social processes or social actions, the representativiness of the sample may be of less 
importance (Oakley 1981). As in Cornwell's (1984) study, the participants for this 
study were not randomly selected and cannot therefore be regarded as 'typical' or 
representative in the statistical sense. However, they are typical in that their lives 
faithfully reflect the history and experiences of the social and the economic life of 
the working class African-Caribbean families in a specific location, West Yorkshire. 
The ethnographic literature stresses that access can be difficult and complicated. 
Benyon (1983: 39) describes the researcher on a project as a rock climber 'searching 
for handholds and footholds', while Woods (1986b: 24) states that: 
negotiating access is not just getting into an institution or group in the sense 
of crossing in the threshold that marks it off from the outside world, but 
proceeding across several thresholds that mark the way to the heart of a 
culture. 
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Schatzman and Strauss (1973: 22), state that: 
it is a continuous process of establishing and developing relationships. 
There is thus an emphasis that access needs to be constantly renegotiated. The 
problem of gaining access to participants is particularly serious in ethnography, since 
one is operating in a setting where the researcher generally has little power and 
people have pressing concerns of their own time that often give them little reason to 
co-operate. Therefore knowing who can grant or block access to individuals is part 
of the overall sociological knowledge required for an ethnographic study 
(Hammersley and Atkinson 1995). However, the consent of the gatekeeper does not 
necessarily allow direct access to individuals as was discovered in this study. 
Numerous gatekeepers were encountered in this study, signifying the complex 
process in negotiating access. 
To ensure the appropriate recruitment of adolescents, vanous organisations were 
contacted. The gatekeepers included head-teachers, church leaders, youth leaders 
and senior management. Between them, these individuals and groups 'allowed' 
access to the adolescents and in some instances gave me membership of their groups 
such that I became a member of the W est Yorkshire Black Governors and assisted in 
seminars for adolescents and after school clubs. During this early stage of gaining 
access, I felt challenged only once about my own ethnic background, when a senior 
member of an educational establishment informed me that 'you do not want to 
involve black kids as their parents are bolshy and difficult to deal with, you know 
how it is'. This particular individual was preparing me for the difficulties he thought 
I would encounter doing the study. I therefore became more determined throughout 
the data collection process to understand black parents' experiences and attitudes as 
these words remained with me throughout the process of the data collection and 
analysis. In addition they made me reflect on some of the differences that I may 
have with the parents and not to rely entirely on 'our' shared characteristics, history 
and experiences. 
The ethnic origin of participants was identified by using family origin as this is in 
most cases a matter of fact that will remain the same for an individual throughout his 
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or her life, and which can be handed down from parents to children. In the fIrst 
phase parents of adolescents in the purposive sample were contacted to allow their 
children to complete a family questionnaire. The questionnaire (see appendix 5) was 
initially piloted to ensure that it met the objectives of identifying participants' ethnic 
backgrounds. Black people who were born in Caribbean countries or whose parents 
were born in those countries formed the African-Caribbean group. 
Once the ethnic background of participants was verifIed, the sample was purposively 
selected. Robson (1993), states that where the researchers aim is to generate theory 
and a wider understanding of social process and social actions as in this study, the 
representatives of the sample may be less important and the best sampling strategy 
may be focused or judgmental sampling. Although researchers usually seek a 
representative sample of the subgroup they wish to study, they often have only 
suffIcient resources to study a small number of people. This is particularly likely if 
repeated interviews are used to increase the understanding of social processes. The 
sample was designed to obtain African-Caribbean families population participants 
with the only requirement being having a child/ren between the ages of 12-18yrs 
living at home. 
Following confIrmation with the initial gate-keepers, letters were distributed to 
participants parents/carers via their child (see appendices 2, 3 and 4). Where 
possible, key members of these groupings helped identify individuals who met the 
eligibility criteria outlined above and introduced me to such people. This was another 
long and frustrating stage as all the initial responses received were 'no'. This 
required further discussions with the stage one gate-keepers and I was 'given 
permission' by the gate-keepers to try another strategy and this involved using the 
institution logo to invite participants to join the study. It was perceived that the use 
of the institutional logo will be an indication of 'offIcial' approval of the study and 
parents would be more willing to allow their children and themselves to participate in 
the study. However, this was once again met with disappointment when only two 
positive responses were received, but at least the data collection could now begin. It 
remained to recruit eight more families and the gate-keepers allowed me direct 
access to the children and I was given the opportunity to discuss the study with them 
during school hours. This strategy produced two further families and a third child 
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who wanted to join the study, although the parents did not. However, at the 
insistence of the child the parents finally agreed to participate. The seven remaining 
families were also recruited via this direct approach. Other informants volunteered 
to participate in response to my personal invitation issued at a series of talks I gave at 
churches, schools and informal African-Caribbean social events as well as at the 
meetings of African-Caribbean specific community activities organised by local 
voluntary or statutory groupings. This gave a total of twelve families and although 
the intention was to interview only ten, I considered the two as 'reserve families'. 
Following this initial contact, participants were once again invited to confirm their 
consent after further discussions in their home environment; this included permission 
to interview the children and parents together. I certainly found that access needs to 
be constantly renegotiated. Although I gained overall access with the organisations, 
I had to seek permission for access to family members. In most cases the people 
approached were particularly appreciative that the researcher herself was of an 
African background. I believe that my ethnicity served as a key determinant of 
people's willingness to participate in the research and of the quality of the data 
produced in the interviews, specially their readiness to reflect critically on the 
strengths and weaknesses of the community. 
In general, the process included providing all potential participants with an 
information sheet about the study, with time to digest the details before consenting to 
participate in the study. It was made clear that participation was voluntary. No 
payment was offered and two potential families who initially invited me to their 
homes declined from participating in the study because of this. However, their 
refusal was reasonable as they would have been required to give-up 4-5 hours of 
their paid working hours and they did not feel able to do this. It was made clear that 
consent of the whole family was essential and if any member of the family was 
unhappy then the family would not be included. Some informants expressed 
cynicism about the value of research, commenting that previous research exercises 
directed at African-Caribbean people had not yielded perceivable benefits. Within 
this context, I continually emphasised that the project had a primary academic focus, 
with the findings being fed into a long-term body of knowledge about how best to 
promote partnership and participation involving minority ethnic communities. 
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The process of recruiting participants was a lengthy one and lasted nearly a year 
(May 2001 - February 2002) and was one of the most frustrating aspects of the study. 
Access to the research site was granted at different stages of the study and as a result 
access and acceptability were staggered over quite a long period as recruitment and 
data collection overlapped. I visited a range of organisations and institutions during 
a six-month period, outlining the aims of the research and generating discussions 
about how to find participants; these organisations included high schools, Saturday 
schools, youth clubs, elderly centres, voluntary and charity organisations for African-
Caribbean development and statutory sector groupings with responsibilities for 
African-Caribbean people. Members of these groupings were enthusiastic about the 
research commenting that there had been too little of an African-Caribbean focus. 
Eliciting volunteers and arranging home visits at times that suited them was a lengthy 
process, often requiring me to be available to attend and conduct interviews at 
weekends, in the evenings and during school holidays. Without this flexibility and 
without the close familiarity I developed with the community during this period, 
recruitment would have been an even more difficult process. 
Of the ten families selected for interview, one withdrew from an arranged visit at 
very short notice because of a family crisis and one of the 'reserve' families took 
their place. On arriving at participants homes, I carried out some observation -
taking care not to be too intrusive, but ensuring that I could 'watch for' underlying 
social structures and rituals from the outset. This was important, for even elements 
from an early stage could generate subsequent discussions, allowing an ongoing 
analysis. 
Recruitment was as follows: 
• May - October 2001: the ethnic data from all Local Education high schools 
• 
within the region was analysed in May 2001, schools with 3% and above 
African-Caribbean children were included. This strategy resulted in the 
recruitment of two families. 
October - December 2001: contacted CHALKSO, an after school 
organisation working with 757 black and minority ethnic schoolchildren in 
West Yorkshire, of whom 201 were of African-Caribbean origin. Meetings 
were held with the director, co-ordinator and youth leaders, in general the 
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• 
• 
• 
study was welcomed. Letters sent out in November 2001 to 92 eligible 
students, but by 25 January 2002 only three families agreed to participate. 
February 2002: meeting with church leaders and presented study, two 
families recruited. 
February 2002: black elders community organisation in West Yorkshire _ 
meeting with the manager and elders, one family recruited. 
February 2002: meeting with youth leaders from two different organisations 
working with black and minority ethnic adolescents. The aim and objectives 
of the study presented to the youth leaders and the adolescents, three families 
recruited. 
• February 2002: the co-ordinator for West Yorkshire Black School Governors 
gave their support and provided access to families, one more family recruited. 
The main advantage of this sample size was that it allowed me to focus in-depth on 
the lives and experiences of each individual member of the family concerned. This 
was particularly important because the research subject is in a research area of which 
there is little available data in Britain. The families existed in various types of family 
formations and family household arrangements. This mirrored similar findings by 
Goulbourne and Chamberlain (1999) whose large-scale project on Caribbean life in 
Britain found a great diversity in Caribbean family formation that was not always 
easy to categorize. The following is a summary profile of the ten families involved 
in the study; for the purposes of confidentiality, names have been changed, 
Family I: Diane's Family 
The household includes Diane and her two daughters, Joy and Emma. Diane is a 
39-year-old lady of African-Caribbean descent; she originally came from Jamaica 
with both her parents when she was 8 years old. Her parents and the rest of the 
family, which includes sisters, brothers, cousins, aunts, uncles and friends also live 
within the region. 
Diane left school at 16 years with two GCSEs; however later went back to college 
and gained some GNVQ qualifications, she also has a Degree in Social Studies. 
Diane has since done a number of part time jobs including one as a supermarket 
assistant; she is currently on a 2-year graduate management-training course with the 
local city council. Though Diane is the main carer for her two children, the children 
see and visit their dad on a regular basis; they are also very close to their 
grandparents, including other extended family members. 
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Joy, Diane's eldest daughter is 16 years old and attends the local high school; she 
will soon be taking her GCSEs. Emma the youngest child is 10 years old, she 
attends a local primary school and is in year 4. Though Emma also participated in 
the discussion, the main participants were Diane and Joy. The family also has a cat 
named Felix. 
The family live in a three-bedroom terraced Housing Association house where the 
discussions took place. The living room is furnished with one 3-seater and a 2-
seater settee. On both visits, Joy and I sat on the 3-seater, while Diane sat on the 2-
seater and Emma tended to swap between the floor and a bean bag next to her mum. 
The living room which was wall papered and carpeted, consisted of a bookshelf, a 
TV that on both occasions was turned on, with the volume turned very low on 
starting the discussions. In addition there was a fireplace, two stools and a small 
cupboard. The front door opened into a small garden and the general environment 
outside looked unkempt with waste. The gate leads out into a side road where the 
family car was parked. 
The visits took place on 6 November 2001 and 27 November 2001, they were 
scheduled between 1800-2000hr respectively. Both visits took place on a Tuesday. 
Family II: Zainab' s Family 
The household included Zainab and her two children DJ and Maya. Zainab is a 41-
year-old lady of African-Caribbean origin. Her parents originally came from St 
Kitts more than 45 years ago. Some of her older siblings were born in the West 
Indies; however, Zainab was born in England and apart from living in the West 
Indies for 2 years, following her divorce, she has lived in this country all her life. 
Her parents and the rest of the family, which includes her mum, sisters, brother, 
cousins, aunts, uncles, her former husband and friends all live within the region. 
Zainab left school at 16 years with two GCSEs; then gained a number of GNVQ 
qualifications at the local college. She has done various jobs within the catering and 
caring environments. Though Zainab is the resident parent of her two children, they 
visit their dad on a regular basis, they are very close to their grandparents and other 
family members, visiting each other on a regular basis. 
DJ, Zainab's eldest child is 17 years old and attends a local college; he is taking a 
final year GNVQ qualification, with a view to pursuing a law degree. Maya, 
Zainab's 14-year-old daughter attends a local high school and is currently in year 9. 
The family home is a three-bedroom terraced Housing Association house. The 
discussions took place in the living room. In the living room were a 3-seater and 
two armchairs. During the discussions, Maya and I sat on the 3-seater, Zainab and 
DJ sat on the 2-seater. The room was wallpapered and carpeted, other furniture 
included bookshelves, a TV that was turned off on both occasions, a fireplace, a 
number of family photos on the mantelpiece, athletics awards, a stool, a small 
cupboard and a dining table with four chairs. 
The environment outside the house appeared tidy and the gate opened directly into a 
very busy road. The visits took place on the Saturday of 12 January 2002 and 19 
January 2002, they were scheduled between 1 000-1200hr respectively. 
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Family III: Lola's Family 
Lola's household included four of her five children, Trish, Mystiq, Ryan and Josh. 
Lola is a 38-year-old lady of African-Caribbean origin, her parents originally came 
from Jamaica more than 40 years ago. Some of her older siblings were born in 
Jamaica; however, Lola was born in England and has lived in this country all her life. 
Her parents and some of her family members, which included sisters, brothers, 
cousins, aunts, uncles and friends also live within the region. She also has relatives 
in London, Canada and the West Indies. Lola currently works as a teaching assistant 
at a local primary school. She left school at 16 years after completing her GCSEs, 
however, later went back to college for some GNVQ qualifications. She has done a 
number of jobs, as an office assistant, a supermarket cashier, a cleaner, a dinner lady 
at a local school and a carer. Though Lola remains the main carer of her four 
children, the children visit their grandparents and other family members on a regular 
basis, the children's father is deceased. 
Lola's family included her four children, Trish aged 17, Mystiq aged 13, Ryan aged 
12 and Josh 6-months old. She also has an older daughter 20 years old who was 
away at university during the visits. 
Trish, Lola's second child is 17 years old and attends the local college; she will be 
sitting her A-level exams next year. Mystiq is 14 years old and attends the local high 
school, she is currently in year 10. Ryan who is 12 years old also attends the local 
high school where he is in year 8. Josh the baby is six months old, he was mostly 
asleep during the visits. 
The family home is a four-bedroom terraced Housing Association house. The 
discussion took place in the living room where there were one 3-seater and a 2-seater 
settee. During the discussions, Mystiq and I sat on the 3-seater, Lola and Trish sat on 
the 2-seater and Ryan sat on the floor. The room was carpeted, other furniture 
included bookshelves, beside a TV that was turned off, a number of dining room 
chairs and a table; there was a fireplace, two stools and a small cupboard. 
The front door opened into a short footpath to a small garden leading to a gate that 
opened into a busy side road, where the family car was parked on the road. The 
visits took place on 6 February 2002 between 1830-2000hr and on 13 February 2002, 
between 1830-2000, respectively. 
Family IV: Joshua and Mandy's Family 
Joshua's household included his wife Mandy, their son Trevor and Joshua's brother 
David. 
Joshua is 52 years-old and Mandy is 46 years; they are from St. Kitts and St. Lucia 
respectively. Both the couple's parents and some of their relatives, sisters, brothers, 
cousins, aunts, uncles and friends also live within the region. According to both 
Joshua and Mandy, they both left school with 'no qualifications'. Joshua works as a 
taxi driver with a local taxi firm and Mandy works at night in a factory. They had in 
the past done various jobs, which include, cleaning, factory work and shop assistants. 
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Trevor: their 12.-year-old son, attends.a local high school and he is in year 8. David, 
Trevor s uncle IS 37 years old. DavId left school at 16 years and did an HND in 
management; he runs his own business, He gets on very well with his brother and 
family and a~co~ding to him is always in the family home on Sunday in order to pick 
up some dellvenes from the area and travel further up North. This arrangement has 
been on for more than three years, hence the reason he was present during the 
discussions 
The family lives in a three-bedroom Owner Occupied terrace house. The discussions 
took place in the family's living room where the furniture included a 3-seater and a 2-
seater settee. During the discussions, Mandy and I sat on the 3-seater settee, Joshua 
and David occupied the single settee and Trevor sat on the dining room chair, which 
forms part of the living room furniture. Other things included a hi-fi, a television, a 
bookcase and a coffee table. 
The environment outside the family's compound was dirty, with a lot of litter; the 
gate opened directly into a side street with cars parked on it. The family car was also 
parked outside. According to Joshua, they intend to sell their house if 'anybody 
could buy it' and move to another place. 
I made two visits that lasted approximately 2 hours (total of four hours). Both the 
meetings took place on 24 February 2002 and 3 March 2002, between 1500-1700. 
Family V: Cynthia and Seth's Family 
Cynthia and Seth's household included their children Yvonne, Tara, Collins and 
Cynthia's cousin Claudette. 
Cynthia is a 48-year-old woman of African-Caribbean ongIn; Seth, Cynthia's 
husband is 59 years old. Both Seth and Cynthia originally came from St Kitts more 
than 30 years ago. The couple have been married for three years; this is Cynthia's 
first 'legal marriage' and Seth's second marriage. According to both Seth and 
Cynthia, they both left school at 16 years old with little qualifications. Seth later did 
some HND courses on building and is currently working with a construction firm. 
Cynthia on the other hand is a full-time housewife, has done various jobs, which 
include as a carer and in a factory. Though she is a full-time housewife, she 
supplements the family'S income with hairdressing, which she does at the family 
home. 
Yvonne, who is a 16 year old attends a local high school and will be sitting her 
GCSEs in May, Tara, 14 years old also attends the local high school and is currently 
in year 10, while Collins the 12 year old is in year 8 at a local high school. 
Claudette the children's 40 year old aunt, left school at 16 years and did secretarial 
courses; she currently works with a local insurance firm as an office assistant. She 
was visiting the family and was therefore included in the discussions. 
The family home is a four-bedroom terrace Housing Association house where the 
discussions took place in the living room, which was furnished with a 3-seater settee, 
and 2 armchairs. During the discussions, Yvonne and I sat on the 3-seater settee, 
Seth and Cynthia occupied the 2 armchairs, Tara sat on a bean bag, Collins sat on the 
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dining room chair, which forms part of the living room furniture, and Claudette sat 
on the floor during the first visit and during the second visit she sat on a dinino room 
chair. Other things included a hi-fi, a television, a book case and a coffee tabl: 
The environment outside the family's compound was untidy, with litter all over; the 
gate opens directly into a side street with cars parked on it. 
The interviews were conducted in the family home living room. The discussions took 
place on two Saturday afternoons, 9 March 2002 and 16 March 2002, between 1400-
1600hr respectively. 
Family VI: CiCi and Nico's Family 
CiCi and Nico' s household included their three children Angie, Jamal and Tyrone. 
CiCi is a 43 year-old who came from Jamaica more than 20 years ago. On the other 
hand Nico, CiCi's husband, 45 years old, was born and brought up in Britain, though 
both his parents came from Jamaica. CiCi left school at 18 years old and according 
to her, she did some 'sort of nursing qualification'; she later went to a university 
where she took a Bachelor of Science degree; she currently works as a social worker. 
Nico on the other hand left school at 17 and completed an HND qualification in 
industrial management; he currently works with a local pharmaceutical company. 
Angie, who is a 16 year old attends a local high school and will be sitting her GCSEs 
in May. Jamal, 14 years old also attends the local high school and is currently in 
year 10, while Tyrone, the 12 year old also attends the local high school and is in 
year 8. 
The family home is a three-bedroom semi-detached Owner Occupied house. The 
discussions took place in the living room. The furniture included a 3-seater and 2 
armchairs. During the discussions, CiCi sat on the 3-seater settee, with Angie and 
Jamal, Tyrone and I occupied the two single settees and Nico sat on a stool. Other 
things included a hi-fi, a television and flowerpots. The room was wallpapered and 
carpeted. 
The environment outside the family's compound was tidy, and appeared well kept 
although according to Nico they live next to a 'well-known notorious place'. The 
gate opens directly into a side street with cars parked on it. The rest of the extended 
family, which included, the children's grand parents, aunts, uncles and the family 
friends live within the region 
The interviews were conducted in the family living room. The discussions took 
place on two Wednesday evenings on 27 March 2002 and 3 April 2002, as scheduled 
between 1800-2000hr respectively. 
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Family VII: Khandi's Family 
Khandi's household included her three children, Aaron, Chyna and Paris. 
Khandi is 43 years old, her parents originally came from Jamaica more than 45 years 
ago. Some of her older siblings were born in Jamaica; however, Khandi was born in 
Britain and has lived in this country all her life. Her parents and the rest of the 
family, which includes sisters, brothers, cousins, aunts, uncles and friends also live 
within the region. Khandi left school at 16 years with two GCSEs, however later 
went back to college for some GNVQ qualifications and currently has a Degree in 
Combined Studies from a local university. In the past she worked as a teaching 
assistant, a carer and an office assistant. Her present occupation is as an 
administrative assistant with a charity organisation. Khandi is the main carer of the 
three children, who visit their dad on a regular basis and they also see their 
grandparents and other family members on a regular basis. 
Aaron, Khandi's eldest son, is 15 years old and attends the local high school in year 
10; he will be sitting his GCSEs next year. Chyna the second child is 14 years old, 
she also attends the local high school and is currently in year 9. Paris, who is 12 
years old also attends the local high school and is in year 7. 
The family lives in a three-bedroom terrace Housing Association house. The 
discussions took place in the family home living room. In the living room were a 3-
seater and a 2-seater. During the discussions, Khandi, Aaron and Chyna all sat on 
the 3-seater, Paris sat on the floor during the first visit and on a beanbag during the 
second visit, and I sat on the 2-seater. The living room was wallpapered and 
carpeted; there was a television, which was turned off when the discussions started; a 
fireplace, stools and a side cupboard completed the room. In general the 
environment outside looked untidy with waste and litter. The gate opened into a 
busy side road and the family car was parked at the entrance. 
The visits took place on Saturday mornings between 1100 and 1300 hours on 14 and 
28 April 2002. 
Family VIII: Ruth and Carlton's Family 
Ruth and Carlton's household included their nieces Selinah, Moisha, Nayomi and 
three grand-children. 
Ruth is 56 years old, while Carlton, her husband is 60 years old. Both Carlton and 
Ruth originally came from Montserrat in the West Indies more than 30 years ago. 
The couple have six older children of their own who have all left the family home 
and have their own families. According to both Ruth and Carlton, they both left 
school at 16 years old with little qualifications. Carlton is a permanent night worker 
in a local industry, while Ruth is a full-time housewife. Ruth had in the past done 
various jobs as a carer, hospital domestic and cleaner. Though she is a full-time 
housewife, she supplements the family's income with occasional child minding, 
which she does at the family home. 
Selinah, 22 years old on the other hand left school at 16 years and did some 
secretarial courses; she is currently taking care of her 3-month-old baby full time and 
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~o~es to. get back to work when her baby is about 2 years old. Selinah is currently 
hVIng wIth her aunt and uncle temporarily waiting to join her partner in London and 
is therefore assisted by her aunt and cousins in childcare. 
Moisha, who is 16 years old attends a local high school. She will be sitting her 
GCSEs in May. Nayomi, 14 years old, also attends the local high school and is 
currently in year 10. According to both Ruth and Carlton, 'the girls have lived with 
us most of their lives such that if they see their own mum in a crowd, they will not be 
able to pick her out'. 
The family lives in a four-bedroom terrace Housing Association house. The 
discussions took place in the living room, which was furnished with a 3-seater settee, 
and 2 armchairs and a dining table with chairs. During the discussions, Ruth and I 
sat on the 3-seater settee, Selinah and Carlton occupied the two single settees, 
Moisha and Nayomi sat on the dining room chair. The living room also included a 
hi-fi, a television, a bookcase and a coffee table. 
The environment outside the family compound was untidy, with litter all over; the 
house is situated in a cul-de-sac and cars were parked outside. The discussions took 
place in the family home living room, over two Sundays, 21 April 2002 and 5 May 
2002 between 1500-1700hr. 
Family IX: Isaiah's Family 
Isaiah household included his 17 year daughter Ayesha and 7-year-old son who did 
not participate in the discussions as he was away in school at the times of the visits. 
Isaiah is 42 years old, his parents originally came from Jamaica more than 45 years 
ago. Some of his older siblings were born in Jamaica; however, Isaiah was born in 
Britain and has lived in this country all his life. His parents and the rest of the 
family, which included sisters, brothers, cousins, aunts, uncles and friends, also live 
within the region; therefore though he is the main carer of his two children, the 
children visit and at times live with their grandmother on a regular basis. 
Isaiah left school at 1 7 years with a number of GCSEs; however later went back to 
college for some qualifications and also attended a local university for diploma 
qualifications. In the past he had done a number of jobs in nightclubs, factories, 
leisure centres before he started working with youths. 
Ayesha, Isaiah's eldest daughter is 17 years old and attends a local college. 
The family live in a three-bedroom Owner Occupied house, where the discussions 
took place in the family home living room; in the living room were one 3-seater and 
a 2-seater settees. During the discussions, Isaiah and Ayesha sat on the 3-seater 
settee, while I occupied the 2-seater settee. The floor was laminated and the room 
was wallpapered, including other things such as a television, a hi-fi, a fireplace, a 
stool and a small bookcase. 
In general the environment outside looked tidy, with an orderly garden where the 
gate opened into a busy road. The visits took place on two Friday mornings, 18 and 
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31 May 2002, scheduled between 1000-1200 because this was the most suitable time 
for both Isaiah and Ayesha. 
Family X: Rahab and Hosea's Family 
Rahab and Hosea's household included their three daughters Keziah, Kenia and 
Trendy. 
Rahab is 46 years old, while Hosea, Rahab's husband is 52 years old, the couple both 
came from Grenada in the West Indies about 10 years ago. Rahab left school at 1 7 
and did a catering qualification and has also done GNVQ in nursery nursing. She 
currently works at a local nursery as a nursery nurse. Hosea on the other hand also 
left school at 17 and completed an HND qualification; he currently works as a night 
security officer, while hoping to get another job. 
Keziah, is 16 years old and attends a local high school and is in the process of doing 
her GCSEs. Kenia, 13 years old, also attends the local high school and is currently in 
year 10, while Trendy who is 12 years old, also attends the local high school and is in 
year 8. 
The family lives in a three-bedroom Housing Association high rise flat. The 
discussions took place in the living room, which included a 3-seater settee and 2 
armchairs. During the discussions, Hosea sat on the 3-seater, with Kenia and Trendy 
while Keziah and I occupied the two armchairs and Rahab sat on a dining room 
chair. Other things included a hi-fi, a television, and flowerpots. 
The environment outside the family's compound was untidy and full of litter, 
according to Hosea, 'it is not a very nice place to bring up children'. The gate opens 
directly into a busy side street with cars parked. The rest of the family, which 
includes the children, aunts, uncles, cousins and the family friends live within the 
region, some others are abroad. The discussions took place in the family home living 
room. I made two visits on 5 and 18 June 2002, both on Wednesday evenings 
scheduled between 1800-2000hr. 
Reflexivity and the research process 
The practice of researcher reflexivity requires that the processes are made transparent 
in order to augment the rigour of research and enable both the researcher and the 
reader to assess the validity of the overall findings. Reflexivity represents the 
epitome of the emic epistemology and represents the researcher immersing 
themselves in the research context and 'constructing interpretations of her experience 
in the field' (Hertz 1996: 5). Thus the researcher becomes part of the research 
process and their response in that context turns out to be as significant as any other 
aspect of the study. The growth of reflexivity in ethnography has been driven by 
fundamental changes in the qualitative paradigm, the most significant impact 
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reflexivity has had in ethnography is a metamorphosis of the relationship between 
the ethnographer and the participants. Originally characterised by inequality, it is 
now a dialogue, showing the collaborative nature of the ethnographic situation 
(Hammersley and Atkinson 1995). Reflexivity clearly influenced the data collection 
and analysis in this study. 
During the literature search, a wide variation in the definition of reflexivity emerged; 
this may have prompted Atkinson and Coffey (2002) to argue that reflexivity is often 
an imprecisely used term that has a diverse range of meanings. The definitions I 
found useful included Van Maanen (1988) and Wolf (1996), who stated that 
reflexivity suggests working towards a better understanding of the role of the 
researcher and the impact of the research process. Other useful definitions included 
Naples (2003) definition of reflexivity in feminist ethnography as the continual re-
examination of the researchers' approach to their work, to the women, and to the 
theoretical perspective from which they are working. The purpose of this section 
will therefore be to examine the particular ways in which an African descent 
researcher conducting fieldwork with African descent families shapes and is shaped 
by the experience. This will include, for instance, how my role and identity as a 
'researcher' changed during the data collection period and ways in which at times I 
tried to make the research process empowering. This section will also consider, how 
my identity was constructed, reproduced, established, mediated, changed and 
challenged during the data collection period; in addition it will analyse how my own 
experiences as an African living in Britain enabled me to better understand the 
families with whom I interacted. 
Before going into the field I read a number of research publications relating to the 
role of the researcher. Most advocated the need to find an identity that would enable 
the researcher to accomplish the task of data collection. For example, Hammersley 
(1983), states that 'what form of dress should be adopted depends on the identity the 
ethnographer is seeking to adopt'. Literature on ethnography stresses the importance 
of the initial negotiations in getting the research off to a good start (Benyon 1983, 
Burgess 1984; Woods 1986b). Many feminists argue that the researcher must aim 
for a 'more equal' relationship between those carrying out research and the subjects 
of that research (Oakley 1981; Stanley and Wise 1983). There were a number of 
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ways in which I tried to present an acceptable image of myself at the start of the 
research; these were my title, dress and background information. I saw it as 
important to try to minimise the researcher-researched division, in order to get as far 
as possible away from an authority role. My intention was to give the families a 
voice, to empower and treat them as participants rather than objects of research. I 
wanted to develop a relationship with the families, which would enable me to 
understand the healthy lifestyle from their point of view rather than imposing my 
own academic and professional version. This could only be accomplished by 
'immersing' 'submerging' myself while at the same time maintaining a professional 
distance to avoid skewed data. I needed to find a balance in order to accomplish the 
task. 
According to Hammersley (1998), the ethnographer is advised against becoming 
totally absorbed in the cultural frameworks under study. Even with a growing sense 
of knowing and familiarity, a professional distance and 'strangeness' should be 
observed. I was conscious that too close a rapport submerges the researcher in the 
new culture, to the detriment of the research endeavour and loss of objective 
analytical cultural differences and therefore the researcher is not expected to become 
'a member of a host family' (Agar 1996). In my case, this was not going to be easy, 
after all I was doing fieldwork 'at home' in West Yorkshire where I had lived for 
nearly 10 years. Consequently, while the home setting of families was strange to me, 
I expected that the families would be 'familiar'. I had numerous friends who were of 
African-Caribbean origin and in addition the families I would be spending time with, 
like me, had African descent children attending the local schools. I was aware of the 
arguments of Agar (1996) and Hammersley (1998) that over-identification during 
fieldwork, can lead to a skewed perspective of a cultural setting. On the other hand 
becoming too familiar in a cultural setting may result in failure of a critical, 
analytical data collection process and the intellectual capacity to recognise themes as 
they emerge. In some ways this clashed with my stance and the need to accord 
primacy to the families' views, but rather than seeing it as a danger, I agreed with 
Coffey (1999) who stated that the critical point is in recognising the value of 
immersion to the understandings of a social setting. While Burgess (1984) argues 
that the debates about familiarity and strangeness have become polarised in the 
literature, situations are neither totally familiar nor totally strange and the 
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researcher's insider-outsider status changes at different points in a research project 
and is different with different groups and different individuals. Hammersley and 
Atkinson (1995) stress that it is an unavoidable existential fact that we are part of the 
world that we study. 
There are a number of researchers who seemed to have successfully immersed 
themselves in a culture and at the same time able to obtain meaningful data, which 
include the work of Salisbury (1994). Such studies demonstrate that the strength of 
an ethnographic enquiry is the real involvement of the fieldworker in the setting 
under study, whereas a weakness is not the possibility of total immersion, but a 
failure to acknowledge and critically engage in fieldwork. Coffey (1999) further 
states that it is epistemologically productive to do so and at best naive to deny the 
self an active and situated place in the field. Subsequently, while negotiating entry, I 
introduced myself as a university lecturer in child health; they knew that I had an 
expertise in health while also undertaking a PhD, in essence a novice researcher. 
This biographical data about myself was useful in so much as this was my starting 
point. This, according to Lofland and Lofland (1995), may have provided 
meaningful linkages between my identity, the families and the intellectual rigours of 
data collection. On the surface, my assumptions proved to be true as I was able to 
establish good working relations with the families. However, the more I became 
immersed in fieldwork as noted in my note book, the more my initial identity was 
being challenged and modified. There were also times I had to remind myself of my 
primary role as a researcher. 
In total I spent more than forty hours with the ten families who participated in the 
study and each family was visited an average of 4-5 hours, in addition to the 
numerous contacts to negotiate entry and later inform them about the major themes 
emerging from the study. I did not anticipate that fieldwork would challenge or re-
modify the identity I had presented. However, right from the first visit, my identity 
began to be restructured into my other characteristics that were not intended to 
influence or be used as a strategy for data collection. These included my identity as 
an African, woman, mother and a professional; on numerous occasions there was a 
clear overlap, resulting in multiple identities. This identity re-construction at times 
resulted in tension both in the fieldwork and the initial stages of data analysis. My 
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'own' involvement with the families became a tangible part of data collection and 
strength. It became apparent that my ethnographic identity was an outcome of 
complex negotiations between the families and myself. 
The following are examples demonstrating these changes in my identity. For 
instance, there were times I was assigned culturally defined gender expectations in 
the field. In the following discussion Carlton argues about the changing role of 
women within the home setting, in particular, the need for African-Caribbean men to 
be involved in domestic duties that before were considered as women's domain. 
Ruth on the other hand is defending the position of women and why in some 
instances men had to participate in domestic chores that society once defined as 
women's domain. It was in that context that Carlton acknowledged my identity as a 
woman by stating that you are one of them, 
Ruth: but if one's hands are full, what do you expect them to say? 
Carlton: sometimes they have funny words behind what they are saying, you 
know that? 
Bertha: they say funny words? 
Carlton: you see, you are one of them anyway, you are a woman. 
(Family VIII) 
This is again repeated in Hosea's household when he bitterly complained that his 
wife had used the household income and bought an exercise bike but only used it 
once or twice and he felt that it was a waste of money. I quickly observed how 
Rahab was defending herself and noticing that this may lead to an argument between 
Hosea and his wife; I tried to calm the situation by saying some positive words that I 
thought would diffuse the situation by turning to Hosea and saying. 
Bertha: I understand, but the intention is there, hence the bike, that surely is 
a positive step? 
Hosea: what use is it if she doesn't use it anyway? 
Bertha: I am sure she will get there. 
Hosea: oh you women, like sticking together err. 
(Family X) 
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One of the maIn strategies in which I tried to equalise the research-researched 
relationship was by readily agreeing to narrate my own experiences. Here I used the 
feminists who stress the importance of involving oneself in the research process 
(Oakley 1981; Stanley and Wise 1983), in contrast to the element of detachment 
suggested by some of the ethnographic literature. I felt that I was getting closer to 
understanding the families by getting more involved and to a certain extent re-living 
my life with them. Therefore, I shared my opinions on out of school activities, 
health promotion, teenage pregnancy, drugs; what began, as a working relationship 
became an increasingly meaningful relationship. In the following excerpt Trish was 
arguing with her mum, stating that she would rather wake up late and skip breakfast, 
while her mother was insisting that it was important for her to have breakfast before 
she goes to school. 
Bertha: yeah, having breakfast in the morning is important otherwise as you 
say, you get headaches and all sorts, but why don't you try to wake up early 
then? 
Lola: I am glad you have said that, sometimes it's nice to hear from 
somebody else, .... , and I am shocked that they have not argued with you at 
all, maybe you should come more often! You see with the younger ones they 
look up to Trish, if she could try to wake up on time, it could really help; but 
anyway it's not always. It's really wrong though, but I try to give them all 
sorts. 
Bertha: you are telling me, I have children and I know how difficult this can 
be. 
(Family III) 
With the momentum of fieldwork and my desire to be part of the families I interacted 
with, my initial identities were altered and recast. In the next extract I was 
responding to Maya, whose mum was clearly not happy living in England and has 
always been longing to go back to the Caribbean, but because her children were in 
school, she felt obliged to see through their education. This is an experience 
repeated among a number of my African friends, who came into this country with 
their families and reach a point whereby they now want to go back to their homeland, 
but have to consider their children's education. 
Maya: well mum is only here for our high school education and she will go 
back to the Caribbean, she loves it there and she is not really bothered hOlt' 
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she looks like here because she will go back to the Caribbean at the end of 
the day, she will go back when I am eighteen. 
DJ: yes mum, you at least made more effort when we were over there than 
over here, it's the weather that's what I keep telling you, but no one will 
listen to what I am saying. 
Zainab: well here you are just indoors all the time, there is nothing exciting 
to me it's a depressing place, you wake up in the morning, open the curtains 
you look outside, it's grey or wet and miserable it's really depressing you 
cannot do much really. 
Maya: mum does not even see the sun at all, I would try to cheer her up and 
show her the sun but she would say it's not the same, she won't see it. 
Zainab: what sort of sun is she talking about it's never really warm, I just 
can't be bothered, you try to go outside and your skin gets dry and starts 
cracking, your leg and your whole body gets dry. 
Maya: but please mum make up some effort, you know you are already here, 
you know there are days it will be cold, windy, wet, sunny and the weather 
just keeps on changing. Mum please make an effort, at least do try instead, 
or go back to the Caribbean then. 
Bertha: I don 't think that's what your mum wants Maya, and it's because she 
cares for both of you, so, though she may not like it here, she is prepared to 
put that aside for your benefit. But look at it this way, Zainab, you have a job 
here and both Maya and DJ, this is their home and it's important for them. I 
appreciate it must be difficult but they have been very frank about their 
feelings, I fully appreciate how difficult it is being in a place where you do 
not want to be, worse still is to try and pretend that you like the place. But as 
they say, you are already here, they seem to accept the situation and have 
made the most of it. I mean how would you feel going back as they say for a 
while, would you have ajob, house and so forth? 
Maya: I mean when we were in the Caribbean briefly she was totally 
different, she had a proper job, did her garden, took care of herself, she used 
to cook and do everything, but she is very different here. 
Zainab: I know she is right you know, but it was different. 
Bertha: hmmm, I think your mum has done well, but it is not easy for her and 
perhaps you should just give her time to adjust, it may take longer, some of 
these things take very long. But she does care very much about the two of 
you and that is why she is prepared to put up with 'the depressed place' just 
for your own sake, I think you should be patient with her. 
(Family II) 
87 
I would instinctively defend the parents' position, in a sense reflecting my own 
experiences with my children and perhaps defending my own position as a mother; 
this would mostly appear whenever there was a 'conflict' between the parent and the 
adolescent, thankfully this only happened in rare instances, as I was aware that I had 
to maintain a relationship with the adolescent. In the above excerpt I am again 
responding to Maya who was complaining bitterly that because her mum prefers to 
live in the Caribbean she constantly talks about that as home. Maya's argument, I 
noted, was causing their mother a lot of distress and I instinctively tried to explain to 
Maya how well her mother has managed and coped with the situation. 
However, there are times of conflict whereby I would become a conciliator, 
negotiator and instead of taking either side I would negotiate with both the parent 
and child. On numerous occasions my views as an expert were sought, for example: 
Hosea: is it true that black and Asian people get diabetes and hypertension in 
this country? 
Bertha: I don't really know the accurate statistics, however, a number of 
reports that I have come across suggest that there is a significant number of 
black and Asian people who have been diagnosed with diabetes and 
hypertension. 
(Family X) 
Trish: I know but even aunty Ruth is only 46 years and they say she has 
hypertension and gave her medicine; maybe you should visit and find out why 
that is so. 
Bertha: of course yes, but she needs to speak to her GP first and foremost, 
depending on her condition, the GP will suggest all sorts, but I am happy to 
give you the number of the health promotion unit and the staff there will be 
happy to work with her in conjunction with her GP. 
(Family III) 
Again in the following excerpt, I was responding to one of the mothers who had 
asked me some advice on the strategies of communicating with her children the 
subject of healthy sexual behaviour: 
Lola: yeah, it's not easy though; I mean ~i'here can you start? 
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Bertha: perhaps I can direct you to some books published by Planned 
Parenthood and targeted for families and children, they are excellent and I 
have come across a number, one just needs to read them with the children 
and a parent acts as a guide. 
Lola: that would be excellent. 
(Family III) 
Whenever my opinions as an expert were sought, I was careful in my response; I felt 
it important to respond and give advice on how the assistance they required could be 
obtained. However, I constantly reminded myself that the basis for being in their 
homes was not as an expert or adviser but to collect data, while at the same time I did 
not want to appear too 'official' and refuse to respond to any of their questions as 
this would undoubtedly challenge the fieldwork relations I was working towards. 
During the process of data collection I found myself engaging in their 'lives' and at 
times becoming part of their lives; it was clear that the process of this data collection 
was not a passive activity. Right from the beginning of fieldwork with the first 
family, it became clear that I was actively engaging in identity reconstruction. I 
found that the reality of the data collection and the dialectic between the families and 
myself challenged my initial identity construction in ways that went beyond the 
enactment of data collection. 
The most prominent identity was in my heritage as an African; this was 
acknowledged by all ten families and I was seen as one of them. I was invited to 
share my personal life such as, do I have children, how many, what ages, which 
schools and so forth, this at times led to being given advice that they believed would 
assist. In the following quotation, Khandi is obviously acknowledging my identity as 
an African descent mother and shares some knowledge, which she perceives would 
benefit my own family, in particular my children: 
Khandi: yeah, yeah, do you have children? 
Bertha: yes, I do. 
Khandi: are they like Aaron and Chynas age? 
Bertha: one of them is about 14 J'ears. 
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Khandi: then take it from me, don't trust the teachers all the time, anyway, 
what am I talking about, maybe you already know these things, you were not 
born in this country, I mean if you don't mind me saying, you speak with an 
African accent. 
Bertha: that's all right, I am from Africa and no I was not born in this 
country. 
Khandi: well it doesn't make any difference anyway whether you come from 
Africa or from the Caribbean; it's no difference, some of the teachers don't 
like black children; so you need to be careful when they say things about your 
daughter. 
(Family VII) 
Families saw me as one of them while I was also careful that we did not detract from 
the main focus of our discussion, such parallels were important and at times 
contributed to some rich data as they were talking to 'one of them'. It became clear 
that while in the beginning I had concentrated on presenting an identity that would be 
acceptable and plausible to all the families; for example, maintaining some form of 
professional distance or a 'balance', this was challenged strongly in a number of 
different ways. Just as above, there were instances, whereby families would make 
assumptions that I would have some insight and understanding of why certain 
behaviours were not valued, for example, when discussing the subject of relaxation 
exercIse, yoga: 
Dave: isn't that the stuff Chinese people do, you have got to understand 
Bertha that as black people we relax differently, by having family around 
eating together listening to music and so on. Let's see you are from Africa 
right? We all came from there that's where my ancestors came from. 
Bertha: I see. 
Dave: right, how many Africans do yoga and stuff like that? 
Bertha: I don 't know. 
(Family IV) 
Dave continued by arguing that I am evading from responding and that they have 
taught you some clever answers. As far as he was concerned black people whether 
in Africa, Britain or in the Caribbean, would not ordinarily engage in yoga. He 
expected me to know that, by stating it is not our culture and you know it. In 
essence, he did not expect a researcher from a different ethnic background to perhaps 
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have had that inside knowledge. This is further illustrated, when discussing the issue 
of relaxation and the interaction with extended families and friends: 
CiCi: so you understand my relationship with my family. 1 am sure it's the 
same in Africa also, you don 't make appointments to see people, it's perfectly 
fine and expected to drop in at any time, isn't that so? 
(Family VI) 
This process of identity alteration was fluid, meaningful, subconscious and as Coffey 
(1999) suggests, was interactional and negotiated, it was an outcome of the 
relationship with the families. On numerous occasions, families invited me to share 
experiences of racism, especially involving their children in schools. This was at 
times quite difficult, to listen to the struggles of families that at times mirrored my 
own experiences. However, since they also saw me as a professional, one who has 
made it despite the struggle they valued my opinions. I understood their struggles, 
hence my opinion was important and they felt that we could share experiences and 
learn from each other, for instance, in discussing strategies to respond to racism: 
Bertha: it's very difficult, 1 honestly do not have an answer and 1 find myself 
sometimes in the same situation, when the children come home from school 
and say that so and so have said this and that. 
Zainab: so what or how do you react? 
Bertha: most of the time we weigh it as a family and if the consensus is that 
it is a concern to our child we would intervene, all schools are pretty good 
and do have clear guidelines on how to deal with racism, discrimination, 
bullying and so on, but 1 suppose if we are not satisfied we would take the 
matter forward. 
CiCi: do you find this with your children Bertha, how old are your children 
and are they like her age? [pointing to her own daughter] 
Bertha: yeah, one of my children is about 14 years 1 know what she is talking 
about and 1 understand your sentiments, but 1 suppose it is a learning 
process. 
(Family VI) 
The identity alteration was significant, SInce the understandings and knowledge 
gained from families over the course of the data collection was influenced by who I 
was throughout the course of fieldwork. Hammersley and Atkinson (1995), Lofland 
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and Lofland (1995) all acknowledge that the researcher is part of the research process 
and discuss in some form the nature of the field relations and identity management. 
The Loflands stress that emotional engagement is necessary for the completion and 
quality of the project and they imply that this involves some sense of connectedness 
between the researcher and fieldwork. By discussing the issue of racism whether this 
was in schools, employment and in the lack of inclusion of African-Caribbean food 
in the healthy diet, I acknowledged their experiences, which in most cases mirrored 
experiences of some of my own family members, friends and myself. 
The researcher/researched relationship is a key process and is about 'being there' 
(Stanley and Wise 1993). Other authors, such as Serrant-Green (2002), LeCompte 
and Preissle (1993), while discussing the identity of the researcher in terms of 
discipline, research instrument and SUbjectivity, ignore the analytical discussion of 
this identity construction, during the fieldwork process. For me, it became apparent 
during fieldwork that my 'subjectivity' was being accepted, recognised and 
entangled in the lives of the ten families. This meant that at times, I was seen as a 
role model for children, I noted the enormity of this task and after all I was a 
'stranger'; however, the shared experiences and heritage allowed families not to see 
me only as a researcher but a role model for their children: 
Joshua: otherwise you will end up with a dead-end job like me, not having a 
good career, not having a good standard of living, you need to work hard and 
one day be like Bertha who is doing a research for her, what again? 
Bertha: PhD. 
Joshua: hmmm, you hear that son, you hear that, you can do all that. 
(Family IV) 
I accepted these roles as I was able to empathise, understand the families and could 
easily step into their shoes. In such instances, I became involved in a more personal 
process of redefinition. Unfortunately, the ethnographer progression from 'stranger' 
to 'knower' does not seem to give credence to this interactional process. Lofland and 
Lofland (1995) emphasise that in order to gain insight and understanding of a 
cultural setting, there is a need to maintain and if necessary re-create, a sense of 
strangeness during fieldwork. Again, this becomes problematic and difficult to 
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sustain if the fieldwork as in this case is a familiar one. In addition, the conventional 
view of estrangement and over-familiarity implies too stark a contrast between a 
culture and the ethnographer, which in this instance was not possible. I went into 
fieldwork, naive and ready to deny my presence; this as I found out was not possible 
and according to Coffey (1999) is epistemologically wrong, as it is totally necessary 
and desirable to recognise that we are part of what we study, affected by the cultural 
context and shaped by our fieldwork experiences. 
Since my expenences during fieldwork involved the enactment of my different 
identities, placing me at the heart of the data collection process I undeniably became 
part of the complexities and relations of the fieldwork. This meant that at times, I 
enacted my role as a mother, more so when having discussions directly with the 
adolescents; perhaps this should not have come as a surprise because some of these 
discussions would reflect conversations with members of my own household and it 
was easy at such moments to modify into the 'mother role' and respond to the 
adolescents as I would to my own children as the following discussion when 
responding to DJ who admitted to taking the occasional weed; 
DJ: yeah, you can take them responsibly and you read all these people who 
take them and manage their lives. 
Bertha: yeah, I agree with you DJ, but my concern is to do with the addictive 
nature of these drugs, the long-term side-effects on an individual, the fact that 
they are illegal and that can be fatal, we see that in the media all the time. 
(Family II) 
My response was once again instinctive as I observed how much Drs family 
members were extremely concerned. Again such instances did enhance the 
fieldwork relationships. During fieldwork, it emerged that I had clearly moved to a 
closely participating role based on trust and confidentiality; this natural progression 
has also been noted by other ethnographers (Measor 1985). However, some of the 
literature on ethnography still tends to maintain as a somewhat ideal measure of 
detachment and lack of bias. 
Though my intention had been to immerse myself in fieldwork and at the same time 
maintain a professional distance, the more at ease the families and I were with each 
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other, the more the interviews became conversations rather than question and answer 
sessions and this made it easier for us to talk about our experiences. What the 
families talked about reminded me of features of my own struggles and experiences, 
which I was able to share with them in a much more natural way. Examples like 
these where interviews became transformed into conversations about shared 
experience, were some of the highlights of the research. This balanced ethnographic 
approach I developed, enabled the families to find a voice as well as generated the 
feeling that their experiences were a crucial part of the process. Though this was not 
the intention, this strategy was in keeping with some feminists' researchers (Finch 
1984; Oakley 1981). I would argue that these positive aspects would not have arisen 
to the same extent if I had carried out the research using a detached or maintained the 
'stranger' identity. Most significantly, I believe that the same responses or process 
of identity reconstruction would not have occurred if a white researcher had been 
interviewing the families. 
In a number of ways the families treated me as an insider. This was evident, for 
example, in some of the assumptions they made and the language they used to 
explain things to me. Access to esoteric and specialist language is an important 
marker of group boundaries (Meehan 1981). It was also evident that they saw me as 
someone who understood their struggles and history and the significance of these to 
their experiences, as these too were referred to unproblematically, thereby indicating 
assumptions about our shared experiences, history, knowledge and struggles. I had a 
basic technical understanding of their struggles, was able to empathise with the 
families and my identity as an African provided the basis for overt trust and openness 
in our discussions. I often experienced a cognitive level of empathy through 
acknowledging their struggles with food access, racism, education and labour 
inequalities. Feminists have long argued that empathy for the women who 
participate in their studies is a crucial component to feminist research (Mies 1993). 
Although no one can fully understand another's experience I came closer to putting 
myself in the place of another than one who has never known racism and this deep 
understanding was often painful, for instance, when listening to DJ recounting his 
experiences in school: 
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DJ: they did try to lower my self-esteem I never ever went to any school trip 
anywhere all the time I was at school they always made sure they punished 
me or kept me in detention when the other children were going out. I never 
ever ~ent to any school trip, never went anywhere like Light Water Valley, 
Flamzngo Land, never ever went anywhere at all, in my whole stay at school. 
I used to get really upset and really, really upset; anything small I did was 
detention, suspension, and very small silly things really. I mean all the years 
I was in that school was terrible, I was the only one in our class who used to 
stay at school when they went to have fun and outings. 
(Family II) 
DJ's account was painful to listen to, more so because I have now become more 
aware of some of the experiences of racism in school and within the employment 
sectors faced by African descent boys and men; in addition as an African descent 
individual, I understood and had some insight of his feelings. Interestingly, DJ spoke 
freely expecting me to understand his pain and have an insight into his own 
education. Jackson (1989) argues that for researchers, our understanding of others 
can only proceed from within our own experiences, which involves our personalities 
and histories as much as our field research. Yet, whilst most of the participants 
treated me as someone with insider knowledge, it was also clear that they did not see 
me as one of them. This came as a surprise. I recall reflecting this aspect with a 
colleague who is of African-Caribbean background and is a key community leader, 
who told me 'yes', you are the same as them, yet you are different and you should 
recognise, acknowledge and use wisely that difference. I was too eager to become 
one of them that I did not take into account that I possessed the elements and 
perspectives of an outsider and an insider. The families were aware that I was born 
in Africa and I was a university lecturer, which set me apart. Therefore, I occupied a 
space between the others and them, not fully one or the other. This was reflected in 
the roles they ascribed to me, such as a 'lecturer', 'professional' and 'role model'. 
The notion of value-free research was debatable as the values the families held at 
times mirrored my own and seemed to shape this research. In feminist research, 
Mies (1993) argues that the concept of value-free research must be replaced with one 
of conscious partiality. In my case this was achieved through partial identification 
with the families. According to Mies, such a partial identification involves being 
simultaneously close to and distant between the researcher and his 'objects'. The 
partial identification between my experiences and those of the families provided 
95 
interesting insights and points of comparison. I was able to be an empathetic 
listener, to acknowledge and at times question people's experiences. I was more 
easily trusted and was afforded greater credibility by families. This was achieved 
through my multiple identities as a woman and mother, African descent and 
professional, which all interplayed in creating a deep understanding of the families' 
expenences. This finding echoes others such as Schrijvers (1983; 1993), who 
describes how her experiences of pregnancy and her status as a mother were central 
to the ways in which she experienced the field. 
Field relationships are central to any ethnographic study and the quality of the 
rapport is crucial on the quality of the relationship established in relation to the 
research objectives. As stated in Whyte (1982), establishing rapport is an essential 
aim in qualitative research. Edwards (1990) and Wilde (1992) argue that consistency 
between the researcher and the informants has been shown in some instances to 
facilitate rapport and yield rich data. It has also been claimed that informants 
produce the 'best' narrative accounts only to researchers who become familiar with 
them over time (Cornwell 1984) or because of shared characteristics such as 
ethnicity. In the study by Adamson and Donovan (2002), the impact of shared 
experiences was evident to some degree. Donovan's Jewish background and the 
sharing of stories of racist behaviours with the participants made them feel more at 
ease in describing their own experiences of racism. While Oakley (1981: 55) argues 
that while ethical dilemmas are generic to all research involving interviewing, they 
are the greatest where there is least social distance between the interviewer and the 
interviewee. However, the desirability of being socially close to those being 
interviewed has also been questioned. Rhode (1994) a white researcher working 
with black participants, claimed that they made detailed comments to her about their 
expenences with racism that would have been taken for granted by a black 
researcher. Therefore Rhode's argument is that rather than some commonality 
between the researcher and the participants, what is required is sensitivity to the 
ways in which particular social characteristics can affect research relationships and 
the balance of power. 
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Reflexivity and data collection 
The discussions involving children, their parents and other adult members of the 
family in what at times were sensitive and difficult issues such as sexual health 
, 
racism and religious beliefs, enabled me to observe a valuable interaction between 
parents and their children. At times the opposing views held by different members of 
the family, provided an opportunity for families to examine each other's values and 
beliefs. The frank and open manner in which responses were made demonstrated 
that families felt it was a safe environment to examine their children's values and 
experiences. For example, this is illustrated in Zainab's discussion of her daughter's 
and son's views on racism and sexual health: 
Zainab: Maya doesn't really see it, what about your teachers, Maya? 
Maya: my teachers are alright, well some of them are anyway. Well, I 
haven't come across the kind of racism that DJ got anyway, anyway I haven't 
reached that stage and furthermore, we have about three black teachers in 
our school and that's quite nice. 
(Family II) 
Again on the subject of sexual health: 
Zainab: yeah, what do you think DJ about practising safe sex? 
DJ: hmmm, I don't know when it comes to that, yeah as well, I meet quite a 
lot of girls from 16-20 years and they know like, they know what they need to 
do and what not to do and women seem to be getting smarter in life anyway. 
Zainab: well don't you think as a boy you should take some responsibilities? 
DJ: well me and some of my friends have girlfriends, when we hear the girls 
talking about sex, you should hear them saying that they take pills and all 
sorts to prevent pregnancy; and they are only like sixteen and so on. So, they 
seem to know what they are doing, certainly, if we hear that, we won't be 
bothered, but anyway I think, the boys need to be educated also. They say 
they take the pill and once they say that certain guys won't be bothered they 
will think it's their responsibility yeah, yeah the boys also need sex education. 
I don't know why they take the pills and they think they are protected because 
there are a lot of sexually transmitted illnesses also, but as they get older they 
will probably realise that it's not only pregnancy they need to protect 
themselves against, you know what I mean? 
Zainab: even if the girl is taking the pill right, and the boy is not bothered 
about a condom, right cos he thinks she is taking the pill so she cannot get 
pregnant, but it could not be true! She may be ~ving or whatever, anyway 
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putting that aside he can still get an infection or give her one, you knmt' what 
I am talking about? 
(Family II) 
Some adolescents took the opportunity of asserting their beliefs and values with their 
parents, while others challenged their parents' attitudes towards some aspects of 
healthy lifestyle. A significant number of the adolescents also revealed some aspects 
of self that parents did not seem to be aware of, for instance, when describing healthy 
sexual behaviour, 17 year old Trish narrated a discussion she had with one of her 
sisters (step) about the subj ect of sex. Her mother Lola was not aware that this had 
taken place and was clearly quite upset by angrily stating: 
Lola: you see! I don 'f even know that she has been talking to her sisters 
[step] about it! I am her mother and she is not talking about it to me, you see 
what I mean! she probably has a boyfriend that I don't know about! 
Trish: you see, Bertha, if I came to talk about it to mum, she would start 
reacting, see how you [to mum] are behaving now, I can't talk about it to you 
anyway, you would not want to know anyway, that's why I talk to them and 
ask them questions about it. 
Lola: you see what I mean, I am her mother and she lives with me, but I did 
not know that she has had some sex education from families, you know her 
father'S daughter, what was is it then? eh, eh, 
Trish: you see, Bertha, she has started again and will just go on and on, I 
don't want to talk about it with you anyway! 
(Family III) 
I observed how in most families, family members took the opportunity during the 
discussions of evaluating their own behaviours and questioning each other's 
behaviours: 
Joshua: yes; but when it comes to drinking water, I do not think that we drink 
plenty of enough water anyway, [ to Trevor] let's be honest do you drink six to 
seven glasses of water a day? ... , be honest with yourself, would you say that 
you drink more water than pop? 
Trevor: [laughs] - well, if there is pop then I would drink it, but if there 
weren't then I would drink water. 
Joshua: all right, what you are in truth saying is that if we did not buy pop 
you would drink water. 
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~revor: oh yes, I would drink water, I wouldn't go thirsty, but because there 
IS pop in the house all the time, then I drink the pop, I like it. 
(Family IV) 
In most instances, it was the parents who took the initiative to examIne their 
children's experiences and attitudes towards a healthy lifestyle, which mostly 
included cigarette smoking, sexual health, religious beliefs and the schools' 
contribution on the teaching of sexual health: 
Angie: some of my friends do smoke, but I don't and not all of them smoke 
actually, I try to keep away from them, they don't inhale they just puff on the 
cigarette. 
CiCi: that's not good for you when you are near them. 
Angie: well, I don't, I did try once. 
CiCi: did you? How come I didn't know about this, when was this, what 
about you, have you tried, Tyrone? 
Tyrone: no. 
(Family VI) 
I observed how parents took the opportunity of initiating and reiterating the 
communication of healthy lifestyle with the expectation that the researcher would at 
times collaborate with their teaching. This at times was not easy and would 
significantly challenge my role as it was important to maintain rapport with all 
family members; once again I would attempt to acknowledge each other's views 
without imposing my own for I was not there to promote healthy lifestyle. Luckily 
this happened only on rare occasions. 
In this study the interaction with families also highlighted the influence of 
ethnographic methods on participants. These included a perceived change in attitude 
towards healthy lifestyle by families. The discussions with families acted as an 
impetus for some of them to re-examining their attitudes and experiences of the 
accepted healthy lifestyle strategies. My intention was not to change attitudes nor 
challenge families' attitude towards healthy lifestyle. However, the study 
relationship I formed in the field seemed to influence families' attitudes to diet, 
exercise, family life and sexual health: 
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Zain~b: as ] say since you left ] have become more thoughtful of my diet, 
exerCIse and things like that you know, .... , oh yes, ] have become conscious of 
my health and think about it more, ...• 
(Family II) 
Some participants stated that they had found the discussions valuable and especially 
infonnative and most welcomed the involvement of the whole family, which was 
also appreciated by all the families for the contributions of their children and vice-
versa: 
Maya: that was really useful; we have never had such a discussion as a 
family before. 
(Family II) 
It also enabled some participants to reflect on the value and beliefs that they held on 
a healthy lifestyle: 
Lola: ] know what you are saying, Bertha, ] do appreciate, ] honestly do and 
really we should talk about, perhaps] should start and not wait for them, 
hmmm. 
(Family III) 
Mandy: yeah, it has made me think you know like before you just get on with 
it even at work, but] feel] want to do something about it and] was talking to 
some friends at work about it, you know? 
(Family IV) 
Nico: ] agree that it is important to relax and that is something that as a 
family perhaps we need to do consciously and not just take ourselves for 
granted really. 
(Family VI) 
CiCi: ] personally think] have been challenged and into some action and 
really thinking more about issues like diet, exercise and generally sitting 
down as a family and having such discussions, ] mean we do not really do 
that, ] would sit with the children separately and on and on. 
(Family VI) 
Ayesha: well, we talked about it and] just thought] need to make time for it, 
we also went with a friend of mine, which was good and she really enjoyed it 
also (on going to the gym). 
(Family IX) 
Rahab: ] think my problem is that maybe] see it as something that is far in 
the future, well it shouldn't be like that really because they are growing lip 
really, but] have to discuss with them whenever] get the opportunizv. 
(Family X) 
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Hosea: yeah you have made my whole family to think and talk about healthy 
lifestyle! 
(Family X) 
Qualitative research generally and ethnographic methods in particular aim to be 
interpersonal and intimate. In the interest of the research and the telling of their 
stories, Hammersley (1983), states that individuals or groups of social actors may be 
more willing to engage and interact with each other than might otherwise be the case. 
In this study, the interaction was not only between the families and me, but between 
the men and women, children and their parents. 
Leaving Fieldwork 
In negotiating entry to families' homes, the initial relations of fieldwork were a 
balance between sincerity and artificiality. However, over time these relationships 
became meaningful, highlighting that ethnographic fieldwork relies upon 
establishing and building relationships with significant others in the field. Coffey 
(1999) further argues that these relationships give ethnographic research its intensity, 
quality and insight into the everyday social world. Leaving fieldwork was therefore 
not going to be easy. Lofland and Lofland (1995) suggest that one should promise to 
stay in touch where appropriate. When obtaining consent and at the beginning of 
data collection the aims and objectives of the study were explained to all the 
participants. I was naive to expect that at the end of fieldwork, I could walk out of 
these families' lives and proceed with my own, leaving them to get on with theirs. 
After all, I had accomplished my aim. On the contrary, leaving the participants was 
not easy. I wanted to maintain contact with them and I did not want to be seen as a 
'stranger' who came into their lives for a short period of time, got what she wanted 
and moved on. Needless, to say, at the end of the final visit all the families 
expressed a keen interest to maintain contact, with the primary aim of being 
informed of the overall findings, its significance and value. Though they all 
recognised that the main purpose of the study was to obtain a PhD qualification, they 
were happy to give back to one of our own. However, they all requested to be kept 
informed and were keen to question the dissemination process, especially if I will tell 
the government what we have said. They stated that the findings should go beyond 
the achievement of an academic award, they wanted their voices to be heard: 
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Joshua: I think you should let the government and the health people know 
what we have said. 
(Family IV) 
Seth: are you going to let people know what we think and our experiences of 
healthy lifestyle? 
(Family V) 
CiCi: you are welcome, Bertha, are you planning to inform us what the 
findings are? 
(Family VI) 
Jamal: what are you going to do with all this? 
(Family VI) 
Leaving the fieldwork, therefore, highlighted some key considerations of 
ethnography and in particular engaging with participants. 
Although early ethnography insisted on the 'objectivity' of their observations and 
evaluations of the 'natives' (Van Maanen 1988), there is now an acknowledgement 
among ethnographers on their influence on participants during fieldwork. This is an 
acknowledgement that in actively participating in the field, the researcher will have 
an effect on the phenomena being researched (Hammersley and Atkinson 1995). In 
my interactions with families nearly all were very eager to give their points of view 
and to be heard, even in some very difficult discussions such as racism and sexual 
health. They openly talked about their own experiences and opinions; they were also 
curious to listen to my own experiences. The adolescents also discussed openly their 
experiences with cigarette smoking and sexual health; they also disagreed and were 
not afraid of disagreeing with their parents and defending their own positions. 
The process of reflexivity has led me to agree with Coffey (1999: 24) that 
'undertaking ethnographic research can problematize and force a reconceptualization 
of the self, which goes beyond the narrow confines of the fieldwork itself. It can 
actually be about becoming a different self over the course and beyond the fieldwork. 
The roles, understandings, knowledge given, received and gained during the course 
of ethnographic fieldwork re-shaped my understanding of the way of life of the 
families and my own. 
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Data analysis 
In ethnography, analysis of data involves explicit interpretation of the meanings and 
functions of human actions, the product of which mainly takes the form of 
descriptions and explanations. For this study, data analysis was not a distinct stage of 
the research. Formally, it started to take shape in analytic notes, informally it was 
embodied in my thoughts, ideas, hunches, and emergent concepts and continued into 
the process of writing up. Though placing data analysis after the data collection 
indicates that it only took place after fieldwork, in reality the data analysis was an 
ongoing process of fieldwork itself, rather than as a final stage in a linear model. 
Other ethnographers stress the continuous interconnection of fieldwork and 
interpretation, Davies (1999) describes it as a spherical sequence, whereby the 
researcher's original theoretical position is continuously altered or refocused by the 
fieldwork in a dynamic dialectical method. At the end of fieldwork, I had three 
notebooks each with methodological and theoretical notes, together with over 400 
pages of transcribed material. 
Qualitative research tends to work 'up' from the data, building 'thick' description from 
large amounts of data and developing themes. Computers can easily offer assistance 
in the management of complex data (Richards and Richards 1998). After reviewing 
a number of packages, I came to the conclusion that the NVIVO was best suited for 
this study. The basic process in using the NVIVO to assist in the analysis of data is 
to import and number the files; code data files and search the coded segments for 
similarities (see appendix 6 - example of a retrieved segment from NVIVO). The 
NVIVO has a number of facilities that enable a researcher to code items of text and 
then retrieve the codes in order to undertake analysis of the data. One of the primary 
functions of this software is the ability to add memos to sections of the data, as 
thoughts and connections are made by the researcher at all stages of data analysis. It 
enables the ethnographer to sort through the data and begin to explore for patterns 
and recurring phenomena that may indicate a cultural theme or thinking. Then the 
ethnographer begins to compare, contrast and synthesise. It is essential that the 
codes are not seen as ends in themselves, as the answers are not in the codes but in 
ourselves and the data (Seidel 1998: 18). For this study all the available data was 
entered into a computer. Data was then first coded, searched according to codes and 
underlying themes and patterns revealed. Initial and subsequent impressions and 
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thoughts were recorded in detail emphasising the organic nature of this approach to 
data analysis. As the analysis progressed, further details were obtained, with sections 
of data intensively analysed. I had already generated some categories through the 
ongoing theoretical reflections and used these for initial coding purposes, refining 
and extending the categories as I went. In some instances a particular section would 
fall into more than one category, but this seemed to indicate the interlinking of 
themes rather than a fault in coding, for example, values, belief and racism. 
Material was coded initially using shallow categories (Davies 1999). This was 
followed by a more specific search (Spradley 1979), that enabled the identification of 
broad themes in this study that could be developed subsequently by adding clusters 
of codes. As the data collection progressed, certain themes became increasingly 
robust such as the notion of racism, whilst others changed 'shape'. There was a 
continual reassessment and refining of concepts as the fieldwork proceeded. I 
purposely sought for different examples that may disprove some initial theoretical 
constructs. As the analysis proceeded, I developed working categories that explained 
families' attitudes and experiences of healthy lifestyle. Following the construction of 
a category, the next component of the process was the presentation of the data in a 
narrative form supported by evidence from the statements and behaviours recorded in 
the interviews, making theoretical references as necessary. 
The generation of themes was therefore an ongoing and developmental process, 
garnered in part by the use of a large number of codes. There were five main parent 
codes (or clusters) that provided meaningful categories, these were: 
1. Concept of health and healthy lifestyle 
2. Families' account of healthy lifestyles within a private setting: 
a. Cigarette smoking, alcohol and drugs 
b. Diet 
c. Exercise 
d. Functional family and social ties 
e. Identity 
f. Religion 
g. Sexual behaviour 
3. Families' account of healthy lifestyles within a public setting: 
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a. Education 
b. Employment 
c. Neighbourhood 
d. Media and technology 
4. The influence of welfare servIces and raCIsm on families' experiences 
towards a healthy lifestyle. 
5. African-Caribbean adolescents' concept of a healthy lifestyle and their 
families' child-rearing practices. 
As can be seen, there was a logical progression to the order of the parent codes. This 
was an attempt to ensure that the main objectives of the study were met. Once this 
process was complete, I took each topic in tum and inserted the relevant interview 
extracts. Explaining the stages and the process of the data analysis makes it appear 
fairly straightforward. However, in reality it has been a prolonged and complicated 
procedure, at times difficult, at other times exciting. My full-time employment and 
other commitments, has made it challenging to find much clear time for writing up, 
and was subsequently resolved in intense writing up periods, such as evenings, 
weekends and vacation times. 
According to Fielding (1993), researchers using ethnography must make sense of 
something, which remains unknown to most of their readers. Since the method is 
one of discovery it is unlikely that their audience will have any direct way of 
validating what the ethnographer claims. Making critical assessments of the reality 
of some unknown area of social life places a heavy responsibility on ethnographers. 
While one's description and conclusion may be public, the introspective knowledge 
is not. Understanding of the population under scrutiny, on my part was therefore 
critical as this would enhance my ability to provide others with insight of the 
findings. Fielding (1993) argues that understanding is achieved when the researcher 
knows the rules and can communicate them to both members and colleagues in such 
a way that if a colleague were to follow them he or she would also be able to 
empathise with the group. In addition, members of the culture often validate these 
meanings before finalising the results; this was achieved by presenting the findings 
to members of the Black Health Forum in West Yorkshire and to the research 
participants. 
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In accordance with the ethnographic approach, the generation of theory has been an 
ongoing open-ended process rather than a polished end product. The process itself 
has been one of 'mutual theorising' as the families and I talked about experiences of 
healthy lifestyle together and as Stanley and Wise (1983: 47) argue: 
theory should be pragmatic, practical and everyday. It should be a set of 
understandings or conceptual frameworks, which are directly related to, and 
derived from, particular facets of everyday relationships, experiences and 
behaviours. 
Conclusion 
This chapter has discussed the research process including the sequence of events and 
the negotiation of accesses to the research field. The importance of reflexivity in 
ethnography was also discussed. The data analysis demonstrated that theory has 
been directly derived from 'everyday activities'. I located the details of families' 
specific attitudes and experiences within this context, taking account of the 
constraints and cultural pressures that informed boundaries of their experiences. The 
following five chapters will present detailed analysis of the five parent codes that 
emerged from the data. Examples of excerpts of what was communicated by the 
families will also be displayed; these will provide some details of mundane, regular 
everyday events in families' lives, which will highlight their experiences and 
attitudes towards a healthy lifestyle. The excerpts may seem to be a biased selection 
from the considerable accumulated evidence, but they will include the most common 
and unique responses as emphasised by participants. The analysis is systematically 
organised and includes interpretation that is informed by being 'there'. The 
categories developed from the data provided some understanding of the 'lived 
experiences' of this particular group, living as they, in an environment burdened with 
social cultural political and economic dissonance. The discussion will therefore , , 
demonstrate an existence of a prototype, in which experiences and attitudes are 
influenced by a constellation of social, cultural, economic, spiritual and 
psychological factors that are integrated by a system of values and beliefs derived 
from participants' history and life experiences. The following chapter will be a 
discussion of families' accounts of the first parent code - concepts of health and 
healthy lifestyle. 
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CHAPTER FIVE 
FAMILIES' CONCEPTS OF HEALTH AND HEALTHY 
LIFESTYLE 
This chapter will present findings from families relating to the concept of health and 
healthy lifestyle. Disagreements about the meaning of health are common because 
health can have medical, social, economic, spiritual and many other components. It 
was therefore not surprising that in analysing data relating to the concept of health, 
four categories emerged; these were sub-divided into twelve sub-categories as 
presented in Table 1. Similar to previous studies, the concept of health and healthy 
lifestyle was complex, multi-dimensional and an interaction of social, economIC, 
political, genetic, environmental, personal choices and other influences. 
Table 1: Concept of health 
Categories Sub-categories 
Health as exclusive Health as: Something personal and individualised 
Characteristics of an individual 
Functional definition of Health as: The ability to perform certain roles 
health Requirements for the maintenance of the social 
system 
Functional family and social ties 
Absence of illness 
Multi -dimensional Health as: A much more inclusive concept 
definition of health An ever-changing dynamic process 
A much more elusive concept 
Product of outcome Health as: Outcome of religion 
Quality for survival 
Egalitarianism 
Health as exclusive 
This category suggests that health is umque and differs from one individual to 
another, the two sub-categories, which comprise health as exclusive included: 
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(i): Health as 'Something personal and individualised' 
The ten families involved in this study made reference to this sub-category; they 
argued that the definition of health could not be generalised, health was something 
personal. This finding also emerged within the lay concepts of health in the work of 
Anderson (1984), Calnan and Johnson (1985) and Cornwell (1984). Families 
involved in this study argued that a single universal definition of health is not 
possible, as the concept of health differs from one person to another as reflected by 
17 year old DJ (Family II) who argued: 
DJ: for me to be healthy is to feel good about yourself, so whether you are ill 
or not but you feel good about yourself and can get on with what you need to 
get on and you think that you are healthy, then you are healthy, I suppose it 
differs from one person to another, ..... 
(Family II) 
DJ and other participants acknowledge that even within a single household, where 
individuals share genes and other familial characteristics, they are still likely to 
define health differently. The individual differences have also been highlighted by 
Rawaf et al. (1998), who concluded that people from the same ethnic group will 
think and behave in different ways according to their education, wealth, employment, 
religion and social class. Unlike previous research, in this study, it was found that it 
was the participants themselves rather than the researcher who categorised health as 
something personal and individualised. This finding suggests that the African-
Caribbean participants recognise and appreciate that differences that emerge from 
their life experiences, gender, age and other demographic variables influence their 
definition of health. It also signified that as African-Caribbeans they have different 
life experiences that would influence their definition of health. This is further 
reflected in the discussion with Ayesha, another adolescent aged 17 years from 
Family IX as follows: 
Ayesha: oh yes, it is for everybody, I mean the things which make me to feel 
good could be different from, for example dad, but it doesn't matter so long 
as we all feel good about ourselves .... , dad likes to relax by staying at home, 
that makes him to feel good, but I relax by going out with my friends, being 
with my friends and that makes me feel good, so the things are different, .... , 
yeah, it is different from person to person. It could be different, but sometimes 
like in a family the things that make you feel good could be the same and / 
mean the things that might make black people feel good are different from the 
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things that might make white people feel good or healthy, you see what J 
mean? 
(Family IX) 
Interestingly on the latter part of Ayesha's response, she introduces an important and 
valid point by suggesting that shared characteristics in a family or a community may 
contribute to some similarities in defining health within that particular community. 
The emphasis on the individual definition of health remained paramount as she uses 
the word could. Once again this suggests that both the adults and children were 
aware that as individuals of African-Caribbean origin they had different life 
experiences, values, beliefs and that this needs to be acknowledged in their 
definitions of health. This individuality was important and was an early indication of 
asserting their individuality and the need for recognition of their identity. 
(ii): Health as 'Characteristics of an individual' 
In this particular sub-category in all the ten families, members identified specific 
factors/traits, which they believed represented health. This was the most referred 
sub-category of health by all adolescents across the ten families. When asked to 
describe the word health, adolescents commenced by naming certain behavioural 
traits or actions, which they perceived to be characteristics of health; further probing 
would reveal other important and valid categories. A number of adults also made 
references to these characteristics. The following Table is a representation of the 
characteristics that were perceived to symbolise health: 
Table 2: Characteristics of health 
Characteristics of health include 
A healthy diet 
Regular exercise 
Healthy sexual behaviour 
Absence of cigarette smoking 
Alcohol in moderation 
Not taking drugs 
Rest and sleep 
Physical strength 
This finding suggests that health is a tangible and observable act, probably, which is 
the reason why it was one of the most popular responses from the adolescents. They 
were able to articulate the linkages between the defined beha\'ioural traits and health 
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status; for example, a healthy diet will lead to a healthy cardiovascular system, in 
essence signifying a relationship between healthy lifestyle and individual health. 
This relationship also emerged in Blaxter's (2001) and Clarke and Lowe (1988) 
work, though findings from the two studies were not analysed in accordance with age 
or ethnicity; however, similar findings also emerged from Johnson et al. (2000). In 
this study, it is clear that, for the adolescents and some adults at least, a healthy 
lifestyle is seen not only as a contributor to good health but also as evidence of good 
health itself; it is not just that a good diet results in good health - a good diet is good 
health. 
Further discussions on these characteristics of health highlighted some major 
differences between adolescents and adults. These were mainly in the areas of diet, 
sexual health and physical strength. When asked to describe a healthy diet, the 
adolescents' definition though not mentioning the Department of Health (DoH) 
advice as such, appeared to be in keeping with the DoH healthy diet advice, which 
included certain food components such as salads, green vegetables, five fruits a day, 
lean meat, plenty of water and a balanced diet. While their parents were in 
agreement, they seemed to emphasise food preparation and preservation. Mothers 
argued that in the preparation of green vegetables adding too much oil is unhealthy 
and eating fruits with additives is also unhealthy. Perhaps a key feature of the data 
was the clear link that respondents made between food or diet and health. However, 
one of the most significant findings that emerged from the adult participants, was 
that the traditional African-Caribbean diet was much healthier as illustrated in 
Diane's response below: 
Diane: well, I think the traditional West Indies diet is definitely healthier, oh 
yes definitely yes, because I mean, the meat was cooked up in spices but 
things like yam was boiled in water and salt, green bananas, sweet potatoes 
with no butter, no oil, there is nothing added to it, the only fattening food 
there was the meat ..... 
(Family I) 
The difference between adolescents and their own parents, aunts, uncles and 
grandparents in relation to healthy diet suggests some differences in the history and 
life experiences. In addition it could be an indication that the assimilation of 
information in relation to messages about healthy lifestyle appears to be translated 
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differently between parents and adolescents. Unlike Johnson et al. (2000) where 
only 50% of the adults stated that the traditional African-Caribbean diet was 
healthier, in this study all the adults argued that the traditional diet was the healthiest. 
Out of the 18 adults, 8 were born in this country, the remaining came to Britain as 
children or young adults and it can therefore be assumed that during childhood, all 
experienced the traditional African-Caribbean diet, unlike their own children who 
were all born and are schooling in Britain. Since the school diet that all the children 
seemed to have, was not found to consist of the traditional African-Caribbean diet it , 
can be assumed that they have not been exposed to this diet to the same degree as 
their parents. In addition the availability of the traditional African-Caribbean diet in 
this country is not to the same extent as in the Caribbean, where a number of the 
adults were born and spent part of their childhood. The exposure to this diet among 
the adults could also be attributed to the fact that in some cases they were part of the 
first pre Second W orId War children of the first immigrants. On the other hand, this 
finding may suggest unlike Johnson et al 'so (2000) study that families are advocating 
a need for greater equality through asserting that the traditional diet is the healthiest 
diet. 
Healthy sexual behaviour was another area where the adolescents and the adults 
differed; while all adolescents discussed the use of sexual protection devices and the 
use of pills to prevent sexually transmitted infections and pregnancy, the adults 
identified the need for abstinence outside 'an established' relationship. For the 
parents a healthy sexual behaviour signified abstinence until marriage or adulthood. 
Though they all accepted that this may not be practicable with the young, they still 
argued that practising abstinence during adolescence was important. Most adults 
talked about their own experiences including others they knew of, hence the 
conclusion that abstinence during adolescents' period is the preferred behaviour. 
The adults also demonstrated the implications of the increase in the number of 
teenage pregnancy and its effect on the young person. 
The third distinction was on 'mental and physical strength'; this was mentioned by 
adults from II, IV, V, VII, VIII, IX and X Families. The adult participants believed 
that though they have a long history and experiences of oppression, their race as 
African-Caribbean has survived because of their physical and mental strength, 
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making this a valuable attribute of health. In all families, members expressed the 
belief that history and experiences of oppression have enabled the African-Caribbean 
community to develop physical and mental strength. They argued that though their 
forefathers, including their grandparents, parents and now their generation continue 
to struggle and have lived with more oppression and discrimination than other 
communities, they have survived and made successful contributions to society 
because of their mental and physical strength: 
Dave: I mean, we are just lucky that black people are mentally and physically 
strong. 
(Family IV) 
This finding was mostly among the men, whilst on the other hand, some of the 
women expressed concern by discussing the disadvantage of this particular trait, 
arguing that because of this perceived belief, for some this could become a basis for 
not participating in a healthy lifestyle, as described by Cynthia below: 
Cynthia: I think the other thing is that we generally think of ourselves as 
black people especially the men, they see themselves as generally strong and 
healthy, there is this belief that we survive a lot of things therefore we are 
strong and do not need to go to the gym ..... We think we are fit and strong, 
until something happens then we realise that we are not really that strong 
and fit anyway. 
(Family V) 
This concern was also voiced by other female participants. These women gave a 
number of narratives on why they disagreed and did not accept that physical and 
mental strength is a sign of good health. It was not uncommon to listen to the 
women stating that so and so had suddenly taken ill, this then became the basis for 
their concern of 'health as physical and mental strength'. The women may also be 
unconsciously advocating a different and more appropriate support system and 
awareness for the health of the African-Caribbean community. On the other hand, 
the fact that the women argued that the African-Caribbean men normally think they 
are strong until something happens, is not good news for the advocates of healthy 
lifestyle, whose key aim is to maintain individual health status. However, the finding 
at least among the men, to an extent demonstrates the relationship between their 
belief and the definition of health. 
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Functional definition of health 
In this sub-category health is defined as the ability to effectively function in a 
societal economic system. This probably should not have come as a surprise, 
because all the participants appeared to be functioning at various levels of the 
societal and economic system. This was either at school, work, family or within their 
own community. The four sub-categories comprising this category were: 
(i): Health as 'The ability to perform certain roles' 
In this sub-category health was described as the ability to perform certain roles 
'getting on with your life', these included going to work, school, making contribution 
to the family, social and community life: 
Joshua: if you are not healthy you cannot get on with your life really, you 
cannot do anything really, you are not healthy you cannot work. Health is 
being able to get on with your job, and all that really, getting on with your 
life. 
(Family IV) 
There was a general acceptance from all family members (adolescents and adults) 
that even if you are ill (as legitimised by the medical profession) but you are able to 
perform these roles, then you are healthy; this concept appears to reinforce the 
previous sub-category (health as 'something personal and individualised'). This was 
an important category for all members and is an indication that the different roles 
they were involved in, such as being at school/college or in employment were 
mandatory, important and valuable for them. 
(ii): Health as 'Requirement for the maintenance of a communal and economIC 
system' 
Health was described as an important element, necessary for the maintenance of a 
community in which individuals belonged. Most argued that an individual who is 
healthy has the ability to contribute towards the achievement of an established or 
accepted community, this could be within the school, place of work or other 
community activity. Health was therefore essential for survival and continuity of 
community life. Families stated that such community activities have broad health 
consequences to individuals. Health was therefore related to the ability of an 
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individual to maintain a balance within his or her community, with relative freedom 
from discrimination and racism. Families in essence suggested that health exists 
when an individual works within their environment and community successfully and 
is able to function effectively and progress well: 
DJ: well-being healthy to me is .... , it's the day-to-day activities in life. You 
need your health for everything. .... , you know what I mean?' 
(Family II) 
Dave: ..... you need your health to live, you need it for everything. If you 
have got no health then it's not worth living really, you know what I mean. If 
you got loads of money but you are not healthy then it's not good because you 
can't spend it at all, so you need your health for everything ..... 
(Family IV) 
In contrast, the lack of adaptation was seen and described as a gap between one's 
ability and the demands of the community or environment. This lack of adaptation, 
which in most instances was described as poor health was seen as the lack of ability 
to function. This was an important definition for all family members and was an 
indication that they were all involved in some sort of a functional capacity, pertinent 
to their livelihood. Therefore absences due to illness from their functional capacity 
could only be legitimised by a doctor's note. 
(iii): Health as 'Functional family and social ties' 
Functional family and social life were perceived as a sign of health or prerequisite 
for health. The distinction here was that all the families involved in the study 
mentioned the closeness of other family members and the relation to health. 
Diane: you see like the family life, yes I am seen as a single parent, but the 
children see their grandparents, aunts, uncles, we have an extended family, 
which is very healthy to have. 
(Family I) 
Participants from the ten families gave a description of why they felt that this was an 
important aspect of health, citing both the tangible and non-tangible contributions 
that are and can be made by families and friends to enhance one's health, including 
mutual expressions of emotional support. In order to emphasise this relationship, 
different family members gave examples of how a functional family and social 
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relationships are important to individuals' health, while contrasting these with 
examples whereby, a dysfunctional family and social relationships may hinder 
individual health status. This would include abusive relationships, deviant peer 
relationships and its effect on individual's physical and psychological health status. 
Though health as a form of social relationship also emerged in Blaxters (2001) study, 
there was a notable difference between men and women, with women more often 
defining health in relationship with other people. This gender difference was not 
observed in this study. Perhaps it could be attributed to the common history of 
oppression narrated by both the men and women. The experiences of racism and 
discrimination that participants described appear to have contributed to shared values 
and reliance on relationships as these offer them a sense of identity and support. 
(i v): Health as 'Absence of illness' 
Health as absence of illness was also mentioned by a number of participants; 
however, not being ill alone was not a sign of health itself. This is highlighted in 14-
year-old Chyna's response: 
Chyna: ..... It is a bit complex you know, healthy means a lot of things, 
health is there whether you are ill or not, the fact of health does not depend 
on whether you are ill or not, I mean you could be having a cold but you feel 
well and healthy and want to go to school, it's that complex really ... .. 
(Family VII) 
Contrary to the work of Blaxter and Patterson (1982), which found that the definition 
of health as absence of illness was more characteristic of people in poorer 
circumstances, there was little sign among these participants of such an indication. 
This study cites mainly the adolescents who made reference to this sub-category, 
perhaps because it is a justifiable reason for absence from school or college. On the 
other hand, their parents did not feel that absence of illness was a sign of health. 
They argued that, though at times they have been described as ill they have still 
managed to continue with work and fulfilled other important roles, which an 
individual who is described as ill may not be capable of undertaking. Interestingly, 
Blaxter's later work (2001) found that the 'not ill' description of health was more 
common among the better educated and those with higher incomes and was 
markedly associated with the speaker's own state of health. Participants in this study 
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were mostly in low income employment; perhaps the reluctance to over emphasise 
illness was because of its effect on their income, meaning taking time off work will 
incur loss in earning and the need to acknowledge the mental and physical strength 
the men talked about. Nevertheless it still remained an important sub-category as it 
demonstrates the continuing influence of the medical model. 
Multi-dimensional definition of health 
Health as a multi-dimensional phenomenon suggests that it is complex, composed of 
a variety of factors and difficult to define; in Wood (1986) this was described as 
health being 'virtually indefinable' and is relative rather than absolute. The multi-
dimensional definition of health comprised three different sub-categories, which 
included: 
(i): Health seen as an inclusive concept 
In this sub-category health is perceived to be inclusive of a number of non-definable, 
tangible and abstract factors. This definition was also one of the most popular 
descriptions of health. To add to its complexity, some participants stated that in 
order for one to be considered healthy, these factors should function in harmony: 
Zainab: to be healthy for me, means to be able to do the things which you are 
able to do, to live longer, body functions better and your body stays intact for 
a long time. Like we have only one set of eyes, one set of teeth, that should 
last you a lifetime, and they should keep you going and last you longer. J 
know that the word health doesn't just mean eating properly, cutting down on 
your cholesterol, cutting down on your fat level, things that can cause heart 
illness, high blood pressure, diabetes; but it's really hard to explain, because 
you can do all those things and still not be healthy. 
(Family II) 
Zainab highlights the fact that health is complex and indeed indefinable, although she 
acknowledges some relationship between health and healthy lifestyle. For Zainab 
and others, health is more than incorporating the behaviours which are known to 
contribute to a healthy lifestyle. Thus, one can practise a healthy lifestyle but still 
not be healthy. This was an interesting finding, perhaps suggesting that the African-
Caribbean families did not fully appreciate that a healthy lifestyle and its emphasis 
on health maintenance were sufficient to enhance their health status. Most gave 
examples of people they knew who practised the seemingly healthy behaviour, but 
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still were not healthy. There was a general awareness and recognition that health 
was inclusive of a number of other factors including abstract ones. 
(ii): Health seen as an ever-changing dynamic process 
A significant number of the adolescents and some adults portrayed health as a 
concept that is dynamic and changeable rather than static. Typical phrases included 
today I am healthy, but yesterday I was not. On further probing, it appeared that this 
was determined by the different actions carried out 'yesterday' and 'today', they 
would state that they were healthy yesterday because, for instance, they had salads or 
exercise, but not healthy today, because they had McDonalds, pizzas or did not 
exerCIse. Adolescents' emphasis was on observable behavioural actions such as 
exerCIse, healthy diet and sleep. Once again, these factors suggest a close 
relationship between health and healthy lifestyle, such as: 
Chyna: well it's kind of sometimes I feel healthy but other times I don't,.. ... I 
mean like today I have this cold, so I feel a bit poorly and like eating, 
sometimes I eat a good diet, other times not really, it's a bit difficult, I have a 
cold but today I have a healthy diet, but I don't exercise much, so I think I am 
in-between healthy and not healthy. 
(Family VII) 
Such responses suggested that health is a dynamic, ever-changing process and 
perhaps difficult to define and achieve. Chyna found it very difficult to even define 
health on a daily basis, once again supporting the argument that the actions are health 
themselves and her argument for being partly healthy was based on the fact that, 
though she had a 'cold' on the day of the visit, she had a healthy diet; that action in 
itself was a confirmation that she was partly healthy. 
(iii): Health seen as an indefinable concept 
When families were asked if they were healthy, adolescents were more likely to 
describe themselves as healthy than the adults; however, as one parent stated they 
think that they are invincible. On the other hand, adults from all the ten families 
would describe themselves as either partially healthy or unhealthy and typical 
responses included: 
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~s~i~h: ..... 1 don't think most of us are healthy .... , well not fully healthy .... , 
zt s lzke we lack something at different points ..... 
(Family IX) 
Khandi: 1 would say partly, 1 would say 1 am partly healthy and not whollv 
healthy, 1 am working constantly towards being healthy ..... 1 mean it's like ~ 
race and very few people reach there, we are all working towards it and 
racing towards health, ..... 
(Family VII) 
Isaiah and Khandi's response depicts health in a continuum consisting of different 
stages, from healthy to being unhealthy. The finding also indicated some 
relationship between socio-economic-status and healthy lifestyle, in particular when 
they state that they lack the means and control for attaining health and the activities 
that would enhance their health status. This was attributed to the external factors 
such as racism and the socio-economic disadvantages, as Isaiah states it's like we 
lack something at different points. As in this study, Howlett et al. (1992) found that 
African-Caribbean participants expressed a perceived lack of control over their lives. 
In this study, in their discussion of health, participants spoke at length about 
discrimination and racism. This suggests that health is not just an individual 
responsibility, but is influenced by the physical, social, cultural and economic 
environments, hence the feeling that health was hard to get hold of, with absolute 
health being unattainable. Interestingly in Johnson et al. (2000), it was found that 
86% of African-Caribbean respondents rated their health as good (fairly or very 
good). The difference between this study and Johnson's et al. may have emerged 
because they used a single item measure for health, while in this study participants 
had the advantage of exploring and discussing health at length and very broadly. 
In general the higher social classes have always enjoyed better health status than 
their counterparts in lower social classes. The Whitehall study (Marmot and Smith 
1997), demonstrated the vivid inequality among different cadres of staff working and 
living in the same city. The health of the professionals was better than the 
intermediate, followed by the skilled and partly skilled. Townsend et al. (1988) also 
demonstrated this relationship, revealing that the lower social classes had a higher 
mortality and morbidity rate in all stages of life than the higher social classes. The 
literature to date has succeeded far better in documenting the existence and extent of 
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health inequalities than in explaining why these inequalities for health exist. The 
materialistic and structuralistic explanations of health inequalities mainly suggest the 
effects of economy and socio-structure on health (Feistein 1993; Townsend et al. 
1992). These are considered to be the most likely causes of social differences in 
health. The lower social classes like the majority of the African-Caribbeans seem to 
be worse off in all economic and social conditions, low paid jobs, poor nutrition, 
poor housing, strenuous jobs, insecurity at work and longer working conditions. 
Basically they are structurally and materially marginalised from essential facilities 
that are conducive to good health. The Marxist and political economy critique 
suggests that inequality in health reflects a capitalist organisation. Concentration of 
economic power is within the middle class; more revenue is spent on the health care 
of the middle classes and the wealthier regions attracting a greater share of resources 
(Townsend et al. 1992). The above literature findings appear to be in support of 
families' arguments that they lacked the facilities to buy health. 
However, it is possible for individuals such as the participants in this study, to use 
this argument as a legitimate reason for not pursuing 'good' health. In most cases, 
being partially healthy was thought as the norm. Interestingly, when the adolescents 
were asked about their health status, most would describe themselves as healthy, but 
their parents who were also present during the discussions, would dismiss their 
description and state that their children did not fully appreciate the concept of health. 
The adolescents' definition of health was mainly based on observable behavioural 
traits and this explains why they confidently described themselves as healthy while 
the adults' definition of health went beyond the behaviour and included other non-
tangible factors such as mental health. 
Generally, though there were both similarities and differences between adolescents' 
and parents' definition of health, overall, the parents were more likely to illustrate 
health as complex in a much broader sophisticated style, inclusive of psychological, 
individual well-being, economic and societal factors, while the adolescents were 
likely to define health in a much more behavioural trait. This perhaps took into 
account their limited life experiences, which in essence were different from their 
parents. The adolescents' definition though sophisticated, moving beyond the 
concept of health as merely the absence of illness, seemed to place emphasis on 
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tangible factors such as exercise, healthy diet and enough sleep. Their definition 
revealed an emphasis on individual responsibility to maintain health, while parents 
were more likely to consider health within a wider societal context. Parents would 
reason that this difference was due to adolescents immaturity or lack of 
understanding: 
Rahab: yeah, they are still young and see things differently that is why they 
see themselves as healthy and yes they are, but it's different for adults, you 
see we protect them and we try very hard to provide for them, we work both 
of us, so for them they are healthy, it's like we buy health for them but there is 
nobody for us. 
(Family X) 
In this excerpt, again the relationship between health and other external factors is 
revealed. However, Rahab introduces another important element of health, the role 
of parents in buying health for their children. Health is an expensive commodity and 
as Rahab says there is nobody to buy health for them. She once again demonstrates 
some relationships between individual's responsibility in health and socio-economic 
status, but similar to all families she challenges the fact that good health is an 
individual responsibility by stating that, but there is nobody for us. All the families 
suggested that since health is such an indefinable concept or is affected by many 
different factors, good health goes beyond individual responsibility. 
Health as a product 
Health as a product suggests that health is a constructed commodity, which has a 
relationship with other attributes. Although health is the outcome of the interaction 
of an individual and their surroundings, it is the individual's sUbjective perception of 
the outcome of that interaction day-by-day and month-by-month, that constitutes that 
person's experience of health, such that experiences of racism and discrimination 
resulted in poor health, while the outcome of being involved in church organisation 
is good health. The other significant evidence included the perception of health as 
life itself and though there was some relationship with the functional definition of 
health, there was enough data to suggest that some participants felt that health should 
be valued as much as life. Health as a product comprised three sub-categories, these 
were: 
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(i): Outcome of spiritual belief 
Half the households described health as an outcome of their spiritual beliefs. They 
argued that religion is a central core element of their lives, with health as one of its 
outcomes. This category was expressed by participants who described themselves as 
Christians (families V, VI, VII, VIII, and X): 
Carlton: oh yes, oh yes, because you see health is very important, it is your 
whole life, it means having a good family relationship with your wife and 
children, good eating habits, clean atmosphere and you must have a 
relationship with God, outside that is fighting a losing battle. 
(Family VIII) 
The relationship with God superseded all the elements that comprised health. Good 
health was not possible without a relationship with God, hence the expression, 
outside that is fighting a losing battle. The adolescents, though most did not share 
the depth of their parents spiritual belief, appeared to an extent to support this 
concept of health. For the Christians health was therefore seen in the light of other 
variables such as inner peace and contentment; these were all classified as outcomes 
of religion, a substitute to religion. In their discussions it appeared that the 
individual responsibility towards health as highlighted in a number of studies, did not 
lie with them in particular when they used expressions such as they left everything to 
the Lord and this included their health and illness being left in God's hand. This 
spiritual aspect of health is not frequently discussed because it is difficult to 
conceptualise and seems to go beyond the actual health of the individual. However, 
in this study, participants argued that their religious and spiritual belief practices 
contribute towards a healthy mental and social well-being. Though the Christian 
families also acknowledged some of the challenges and struggles in their lives such 
as low salaries, poor working conditions, racism and discrimination, they stated that 
to an extent their religion provided them with the strength, enhancing their coping 
mechanism against the effects of such disadvantages. Spirituality was therefore an 
important element of health; it enhanced their psychological and emotional well-
being. As highlighted in the literature review, some previous studies have also 
demonstrated this association. 
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(ii): Quality for survival 
In this sub-category health was defined as an absolute requirement for life. Some of 
the adults suggested that health should be given a much higher priority and value 
than any other attributes in their lives: 
Joshua: if you are not healthy you cannot get on with your life really..... you 
see the most important thing in life rather than life itself is health, it is the 
most valuable asset in life, really. 
(Family IV) 
Isaiah: it is difficult to describe it, but it is sort of the ability to breathe in and 
out, it is life really, health is life and knOWing that I have good health is very 
important for me and my life .... , oh yeah, health is life itself really, health is 
very important, second to life really, it is better to have health than being a 
millionaire really, you can 't buy health, even if you have plenty of money, but 
you are not healthy, then life is not worth it, you will not be feeling good 
about yourself, .... , yeah, it is all those things, it is living and wanting to 
continue living, health is all that really. 
(Family IX) 
The above response from Isaiah, suggests that the value placed on health should be at 
the same level as the value placed on life; he states that you can 't buy health, just like 
you cannot buy life. Once again to an extent, this challenges and questions whether 
the responsibility for good health rests with each individual. If health is at the same 
rank as life, or as Joshua above states you see the most important thing in life rather 
than life itself is health, Joshua and other family members are perhaps unconsciously 
arguing for the state responsibility towards their health, strategies and laws to defend, 
protect and enhance individuals' health irrespective of the differences such as 
ethnicity and social class. Interestingly, none of the adolescents mentioned this sub-
category; for most while accepting that health was an important element, they did not 
equate it as a quality for survival. This was once again an indication of adolescents' 
tangible concept of health. Equally, none of the families who described themselves 
as practising Christians cited this sub-category. This suggests that like everything 
else regarding their survival, they left everything to the Lord. 
(iii): Egalitarianism 
This was an important sub-category for all families involved in this study including 
the Christians. Participants argued that health represented equality, anti-racism and 
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anti-discrimination, while racism and discrimination represented poor health. During 
discussions, all the participants revealed that they had experienced racism and 
discrimination at some point of their lives, even the adolescents and it was as a result 
of these experiences, which made them argue that egalitarianism is an important 
element for health. Both Diane (mother in Family I) and Lola's (mother in Family 
III) responses suggested that this narrative account of health is unique amongst 
African-Caribbean or other individuals who are exposed to racism and 
discrimination: 
Diane: the discrimination should stop, it's the thing that really affects our 
health, yes the other things are important, very important, but you see if you 
do not feel oppressed, you are free and feel equal, you are halfway there. If I 
tell you that I have applied for more than 150 jobs and have not got any, that 
makes me sick, really sick, I could go crazy, mental, you know what I mean? 
and it's all racism. 
(Family I) 
Lola: I mean things like equality, .... , these are important for black people, I 
mean it may not be different from other races, but as black people these 
things affect our lives and should form part of health and a healthy lifestyle. 
I mean like the discrimination we face at work, school and so on, all these do 
affect our lives even the shopping you can't get what you want, it's difficult to 
get a decent lifestyle and all these really make our people sick, really sick 
with anger and you become sick, you want like giving up. 
(Family III) 
The need for equality and anti-discrimination as an aspect of health was very 
important for all. All gave examples of how racism and discrimination are 
influencing their health status and they spoke with feelings and anger. For most, if 
this aspect is addressed as Diane above states, they will be halfway there, implying 
that total equality will contribute to a very big proportion towards a positive health 
status; in essence that alone is necessary to address their health status. This was an 
important area for all family members which they again did not have control over, as 
it was an external influence but directly had a negative impact on their health status. 
It was not just the direct racism of being abused, but discriminated against job 
opportunities, which led to labour inequalities, poor socio-economic status and the 
lack of ability to afford the facilities necessary for promoting good health. All family 
members including the adolescents with some as young as twelve years old appeared 
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to be aware of the effects of racism on individual health status; this awareness may 
have been contributed through their own experiences or those of other family 
members and friends. Such experiences have been used by family members to 
contribute to the need for anti-racism and anti-discrimination to be seen as an 
important category for health. In addition it signified how a people's history and life 
experiences influence their definitions of health. 
In analysing the findings for the definition of health, four categories, divided in 
twelve sub-categories, emerged. This is an indication that defining health is not easy 
and this complexity is in line with previous work. Some of these sub-categories were 
in keeping with other definitions used by epidemiologists and health planners 
(Anderson 1984), while others could be traced back to African-Caribbeans' unique 
history and life experiences, placing health at the intersection of key life experiences 
and conditions. This approach towards the definition of health was also noted in 
Calnan's (1987) work, which revealed that socio-economic differences could 
influence an individual's definition of health. Previous studies such as Blaxter 
(1985), Calnan and Johnson (1985), d'Houtaud and Field (1984) and Williams 
(1983) provide evidence that both the existence and the quantity of health may have 
some cultural and socio-economic determinants. Some of the sub-categories that 
emerged from this study such as health as 'characteristics of an individual', 
'requirement for the maintenance of the social system', 'functional family and social 
life', 'religion', 'quality for survival' and 'egalitarianism', confirmed an overlap 
between the African-Caribbean life experiences, past histories, values and beliefs. 
The four categories suggest an indication of a different and more philosophical 
definition of health that has never been evidenced before. Most importantly, the 
findings have also suggested that the way in which health is conceived differs over 
the course of life; in this case the age differences appeared to be more significant 
than any differences between men and women that has been noted in other studies. 
Indeed health beliefs and behaviours associated with this particular group of African-
Caribbean families may not have relevance for the next generation, as evidenced by 
the clear difference between the adults' and children's definition of health. Equally 
in a different historical context, economic and other dimensions such as persistent 
exposure to institutionalised racism may change over time the whole health 
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expenence. In summary, in addition to making a first approximation of what the 
African-Caribbean families involved in this study perceive as healthy, the findings 
have helped to identify other facets of health. In particular, the need for 
egalitarianism as a concept for health of which people are generally well aware of 
and has the potential of being intrinsically attractive to the whole British population. 
Healthy lifestyle 
In analysing the lay concepts of healthy lifestyle the findings were merged into five 
broad categories, which included healthy lifestyle as: 
(i) : Collective tangible behavioural patterns 
In total the families identified twelve different behavioural patterns and 
characteristics, which they considered as describing a healthy lifestyle. These have 
been included in the following Table. Part A of the Table lists the findings which 
were similar to DoH (1999) advice on healthy lifestyle; Part B appears to be unique 
and emphasises the families' values and life experiences of what they considered as 
healthy lifestyle. Education appeared in both part A and B: 
Table 3: Behaviours and strategies contributing towards a healthy lifestyle 
Part A (DoH) PartB 
No cigarette smoking, drugs and alcohol Anti-racism and anti -discriminatory 
in moderation practices 
Healthy diet 
Exercise Child rearing styles that are in harmony 
with African-Caribbean expectations 
Education: Relevant and appropriate supporting African-Caribbean beliefs and 
values 
Healthy sexual education Media and technology information 
Functional family and social dynamics supportive of African -Carib bean 
community beliefs and values. 
Healthy neighbourhood Religious belief that is in keeping with 
State of well-being including sufficient their values and beliefs 
hours of sleep and rest 
The belief patterns and values in relation to the above behaviours and strategies were 
fundamental; different members from the ten families argued that for a healthy 
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lifestyle to be meaningful, the identity of African-Caribbeans should be at the 
intersection of all the above behaviours and strategies, in particular, being of 
African-Caribbean origin was crucial in the consideration of these factors. For 
example, among the adult participants though a healthy diet was important, they 
argued that the traditional African-Caribbean diet was healthier. Though they 
understood and appreciated the DoH (1999) healthy lifestyle strategies, most adult 
participants stated that these were inadequate and did not take into consideration 
their way of life, such as: 
Isaiah: ..... I mean healthy lifestyle is made as if it is for the white people, it 
is sort of made attractive for them, yes. It is made attractive for them and 
honestly black people think when you are on diet you are like a white person, 
it is not just our way of life, most of ... , we eat healthy food and that is West 
Indies food, but nobody talks about it! 
(Family IX) 
Diane: healthy lifestyle fits in better with the white lifestyle, their way of life 
you see, encourages slim people and that is seen as attractive, gyms are 
mostly made for whites, you see very few blacks and all the other things, it's 
their way of life, the way they want to see things, the middle class, ..... 
Healthy lifestyle is sort of sold to us to make us fit in with their lifestyle, that 
is why I said, they should look at other cultures, their way of life and also 
promote those, there are other things which are very healthy and is practised 
by other cultures. 
(Family I) 
All adult participants appeared to strongly reject the widely accepted healthy lifestyle 
strategies stressing that these have not been designed to maintain nor respect their 
identity, values and beliefs as African-Caribbeans. For most, as Diane's argument 
highlights, they and not them, were responsible for a healthy lifestyle. They felt that 
they had no say in a healthy lifestyle in particular when she uses the words, healthy 
lifestyle is sort of sold to us. While they acknowledge the importance of some of the 
healthy lifestyle strategies as identified in Table 3 Part A, they still argued against 
them by stating that these mostly ignore their identity as African-Caribbeans. This 
response may to some degree explain why most adult participants in this study did 
not seem to have adopted the DoH (1999) healthy lifestyle, as they were widely 
perceived to have ignored their beliefs and value system. For these families the 
healthy lifestyle strategies in Part A would only be practicable if their values, beliefs 
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and life expenences were taken into consideration. Part B is the alternative 
description of healthy lifestyle strategies identified by families. The alternative 
healthy lifestyle strategies that were a divergent from the conventional healthy 
lifestyle, demonstrate that healthy lifestyle can be constructed differently and that for 
the African-Caribbean families an understanding and appreciation of their life 
experiences are crucial if the healthy lifestyle is to be made the easier option. This 
alternative healthy lifestyle was meaningful, culturally sensitive and addressed the 
factors that undermine their choices for a healthy lifestyle. 
(ii): Something personal and individualised 
All adult participants and some adolescents felt that the widely accepted healthy 
lifestyle strategies were too rigid and in most cases, fail to acknowledge the 
differences in diet, spiritual beliefs, individual's history, life experiences and so on. 
Participants argued that these are important areas for African-Caribbeans, which 
should be taken into account when strategies for healthy lifestyle are being designed. 
They stated that individuals differ, even within families and there could be 
differences based on age and other life experiences. Therefore, healthy lifestyle as a 
concept should be something personal and individualised: 
Diane: yeah, those things are important, but I would not just say healthy diet, 
but will have to look at the diet for each culture .... , that's what I say and give 
people advice based on what they are eating. .... 
(Family I) 
Zainab: no, not the way they describe it, not that way! Healthy lifestyle is the 
way you live, the way you choose to live or are made to live, most of us are 
made to live like this, we do not have the choice of leading a healthy lifestyle 
because they do not fully understand us and why pick and choose, it don't 
matter, as I said, if you eat healthy food, exercise, do not smoke, live in a nice 
place, but are frustrated at work, what chance do you have? So for me 
healthy lifestyle is the way I am, if I say I'm leading a healthy lifestyle that's 
how I feel, it may not be right, but that's me. 
(Family II) 
Zainab (Family II), was quite insistent that though she may not be participating in the 
healthy lifestyle strategies as prescribed by DoH (1999), she is still practising 
'healthy lifestyle' according to her own definition. On the other hand, Diane (family 
I) highlights some of the shortcomings of the DoH definition, by insisting that 
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healthy lifestyle should be based on an individual's culture. Individuals' values and 
beliefs are valid criteria that require consideration for a healthy lifestyle to succeed. 
(iii): Public product 
These included 'external factors' that, families believed, were not within their control 
and should be a component of the healthy lifestyle. They argued that there was a 
need for appropriate management and delivery of these public/social services in 
order to benefit from individual health status; these included: 
• accessibility to certain public services; 
• appropriate and relevant education; 
• anti-racism and anti-discrimination. 
There was a general perception from a number of families stating that the ruling 
class contributed towards the barrier between them as African-Caribbeans and 
healthy lifestyle: 
Claudette: for equality on all these things to come about, they have to give 
black people some boost, you know, what I mean? We are already 
disadvantaged and for us to achieve this healthy lifestyle we need equality to 
be achieved, that's what will be required or positive discrimination, not to 
abuse but to help. I mean the whites are the ruling class and black people 
need that extra help for equality to come about. 
(Family V) 
Zainab: well, it's the same system that talks about healthy lifestyle that 
discriminates against me and my children, isn't it? Anyway that's how I see it. 
(Family II) 
There was clear reluctance to adopt a healthy lifestyle, with most participants arguing 
that it was carved in a vacuum by the ruling class. In using this term the adult 
participants saw themselves as the oppressed and their values and beliefs towards the 
healthy lifestyle were irrelevant. They did not feel that they as African-Caribbeans 
were valued. They placed themselves as a subordinate class to the rulers. This 
distinction also suggests that the ruling class is failing in its role and was not 
addressing their needs. They described the specific effects of discrimination and 
racism on their health status, the perceived lack of appropriate education for their 
children especially their sons and its effect on future health. Most participants 
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believed that, though a healthy lifestyle may indeed benefit an individual's health 
status, because of their life experiences, in particular, the oppression by the ruling 
class, practising a healthy lifestyle was not a priority: 
Hosea: our concern is not so much about a healthy diet, it is more to do with, 
can we get the type of food we like, we enjoy? Is someone going to 
discriminate on us? Will I be treated fairly? The things we enjoy are 
different, our priorities in life are different and that should be respected and 
considered, okay! 
(Family X) 
Healthy lifestyle strategies were described as mostly beyond the reach of most 
families because of a number of different factors as identified above by Hosea who 
spoke with a lot of feeling, for most, the widely accepted healthy lifestyle and its 
emphasis on individual responsibility were seen as irrelevant. The families clearly 
struggled with other priorities in their lives that they felt were more relevant and are 
not taken into consideration as part of a healthy lifestyle strategy; this is also 
confirmed in this discussion with Isaiah. 
Isaiah: when the government makes all this advice, about healthy eating, 
exercise, relaxing, not smoking and so on, they think we are all the same, 
some of these things are not important to us, because we are and feel 
oppressed, therefore although they tell us these things are good for our health 
we still cannot reach them, they are out of reach as I said; health is expensive 
and most of us cannot afford it, so knowing that people are different and 
making it easier for us would really help. I mean when Ayesha was at school 
and even with my son, they have to have school dinners and that is the most 
unhealthy diet you can come across, but if you cannot afford for your 
children to have packed lunches to school the alternative is the school dinner. 
I mean healthy lifestyle is easier for the people with money, it is made as if it 
is for the white people! Have you seen yam there, plantain, you tell me, you 
went to school, have you seen that? And it's not as if it is bad food, is it? No 
it's not but it is black people food that is why it is not in the healthy diet, you 
hear about salad, our people like hot food and you know that. 
(Family IX) 
Isaiah's arguments again confirm that families are struggling with other priorities 
such as the effects of low socio-economic class than decisions on healthy lifestyle. 
For Isaiah and others healthy lifestyle is equated to a higher socio-economic class 
and higher earnings. However, he also highlights the influence of racism and 
discrimination on healthy lifestyle strategies at the latter part of his discussion. 
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Interestingly, there were two participants, an adult and a child from two different 
families, who though acknowledging the healthy lifestyle as a public product argued 
that there was some degree of individual responsibility: 
Joshua: good healthy lifestyle is down to you, the government does not have 
a role, but saying that, a higher pay rise will help, yes it will definitely help. 
(Family IV) 
However, Joshua, a taxi driver, echoes the response of all the other families, in 
particular when he mentions that a higher pay rise would enable him to have a 
healthy lifestyle, once again suggesting the relationship between socio-economic 
disadvantages and the limitation for choices in healthy lifestyle. 
In general most participants believed that healthy lifestyle strategies have been 
constructed as a commodity that can be sold to them in order to enhance their health 
status and that the goal is to persuade them to buy or adopt the different strategies of 
a healthy lifestyle without acknowledgement of their way of life 
(iv): Outcome of spiritual belief 
Once again a healthy lifestyle was considered as an element of religion. In essence 
participants who described themselves as Christians stated that it was much more 
prominent and superseded all the essential elements including healthy lifestyle itself, 
arguing that healthy lifestyle is a subsidiary of religion. 
Carlton: well, what I want to say about this healthy lifestyle is that my family 
is a Christian family and that's the most healthy lifestyle we have. We all 
come from a Christian background. 
(Family VIII) 
For the families who described themselves as Christians, embracing the concepts of 
Christianity was much more significant than those of a healthy lifestyle. For these 
families, religion was very important as it gave them a sense of unity and 
commonality with each other. Placing a healthy lifestyle as just another aspect of the 
outcome of their spiritual beliefs, suggests to some extent a need for a united 
resistance against the state to whitewash and subdue their religious institution with 
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its policy of the healthy lifestyle. Religion has reconciled them and in so doing 
inculcated values that were more important than healthy lifestyle. 
(v): Requirements for the maintenance of social order and control mechanisms 
Of the ten families, in six of them, family members argued that healthy lifestyle 
strategies are designed to promote social order and control. Families argued that 
these strategies are designed to enhance white-British values and beliefs on health 
and healthy lifestyle (for example, they talked about the lack of inclusion of African-
Caribbean diet as part of a healthy diet) and by subscribing to it, social order and 
control are maintained. They argued that if total consideration had been given to the 
values and beliefs of African-Caribbean community in designing healthy lifestyle 
strategy, this would challenge the social order. For a healthy lifestyle to be made 
attractive for the African-Caribbean community, the whole concept would need to be 
revolutionised in favour of a new system. DJ, a teenager, stated that: 
DJ: well, it will be too radical, it will be like a revolution for the black 
community, well for the whole community really, no racism, total equality, 
everybody having a fair chance for a healthy lifestyle, you are talking about a 
revolution man! 
(Family II) 
Zainab, DJ's mother, agreed that consideration of the values and beliefs of African-
Caribbean strategies was impossible by stating, in an incredulous voice: 
Zainab: our food being publicised agreeing that it is enjoyable, real equality, 
yes, it will be a revolution and you know that can't happen. 
(Family II) 
The use of the term, revolution, suggests that these families are aware of the 
challenges presented when confronting issues of socio-economic disadvantages, 
inequality and discrimination and that the only way they can attain equality is 
through some radical action akin to a revolution. However, they agreed that this is 
still not likely to happen, not only because it will threaten the status quo of the rulers, 
but that they as a community were still not ready because of what they described as 
their own internal divisions such as adherence to island identity that are weakening 
their community and partnership working. Nevertheless, the above excerpts does 
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suggest that families at all levels are resisting and at the same time struggling with 
embracing the whole concept of healthy lifestyle and at the moment feel powerless to 
challenge the imposed social order. But at an individual level, at least some 
appeared to be resisting the whole concept of healthy lifestyle with Zainab giving 
some reasons why she does not practise a healthy lifestyle: 
Zainab: it's rebelling, it's rebelling against the whole system, rebelling 
against anybody who says you are supposed to be skinny and slim and all 
that, I am rebelling against the whole system in this country and I eat what I 
want to eat. 
(Family II) 
The argument that healthy lifestyle is a mechanism for social control is a 
controversial one as it suggests a conspiratorial or malevolent healthy lifestyle. The 
objectives for the healthy lifestyle as detailed by the DoH (1999) are to enhance and 
promote the individual's health status by ensuring a holistic approach that meets the 
needs of the whole individual. However, when this definition is placed in the context 
of the families way of life, for example, by ignoring the African-Caribbean life 
experiences of racism, traditional diets, values and beliefs, meaning is given to this 
particular sub-category. 
For some participants the social order and control could be used positively, in 
particular to encourage and enhance harmony among the African-Caribbean 
community as stated in: 
Cynthia: but we also need some education to live together in harmony and 
build our own community; we are too divided because of the different islands 
we came from, the black people need to be educated also how to live in 
harmony among themselves. 
(Family V) 
From their perspective the families suggested that a healthy lifestyle should be 
designed in the first instance to influence social cohesion within their community as 
this would directly impact positively on an individual's well-being. Though there 
were individual efforts and attempts to move towards this cohesion, family members 
stated that they would welcome a healthy lifestyle strategy that would promote 
further their community social cohesion. This will of course strengthen their position 
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and promote effective partnership working. Most families recognised the need for 
unity and indeed in each household this became an expressed desire. 
Similar to previous descriptions of healthy lifestyle, the families involved in this 
study confirmed that it is a collective pattern of complex behaviours based on 
choices from options available to people according to their life experiences and 
chances. It was O'Brien (1995), who suggested that lifestyle categorisations, in 
which the healthy lifestyle is a subsidiary, are vehicles of social differentiation that 
serves to dislocate and dis aggregate population sectors into targeted, bounded and 
discrete units. According to O'Brien, this lifestyle categorisation, in this instance, 
healthy lifestyle, is constructed through legitimate processes such as research and 
evaluation procedures, marketing, administrative systems and through locally 
sensitive programmes and practical schemes. This of course ensures legitimisation 
of the healthy lifestyle and places it within the wider context of social and political 
structures. Individuals are therefore expected to buy into this 'commodity' healthy 
lifestyle, in order to enhance their 'well-being'. If this is the case, then one should 
expect a difference by which different popUlation groups would define, encounter 
and respond to this commodity; this may be due to variables such as financial 
differences, discrimination, age, values and a belief system as reflected in this study. 
The African-Caribbean families argued effectively that healthy lifestyle has failed to 
take into account their life experiences and identity; for example, as seen in the 
absence of their traditional diet, lack of consideration to address discrimination; for 
most this has ultimately led to labour inequalities and placed limits to their choices 
for healthy lifestyle. The need for unity within their community and the expression 
that the healthy lifestyle ideology is a control strategy used by the ruling class was 
further evidence of their dissatisfaction with the official healthy lifestyle strategies. 
For them healthy lifestyle is an idea of the ruling class where the strategies are the 
ruling class strategies. It then follows as in Marx (McLellan 1977: 176), that the 
ruling rationale is the ruling class rationale. Therefore for the African-Caribbean 
families the healthy lifestyle has not only been imposed on them but fails to reflect 
their values, beliefs and most significantly their life experiences burdened with 
inequalities and discrimination. This may partly explain the reason why most did not 
appear to practise a healthy lifestyle. Most significantly, though the families 
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struggled with inequalities in different aspects of their lives and at times appeared 
powerless, they were not passive and there was a culture of adaptation and in some 
instances a culture of resistance. They still felt empowered to describe a different 
healthy lifestyle that they felt would benefit them as African-Caribbeans. The 
differences in the description of a healthy lifestyle between the African-Caribbean 
families and the conventional healthy lifestyle with its relation to illness prevention, 
suggests the presence of an 'ideological gap' in which different principles were 
fonned and expressed by the African-Caribbean families. The families in their 
definition appeared to have deviated from the ruling class healthy lifestyle 
principles. For these families the conventional healthy lifestyle is not as logical and 
rational as it is sometimes made out to be. Their definition of a healthy lifestyle was 
complex and sophisticated. They were able not to just confinn the concept of 
behavioural patterns, but went beyond and identified the need for challenging the 
constraints that may limit individuals to practise a healthy lifestyle and that it is 
essential to recognise individuals' belief and their value system 
Conclusion 
African-Caribbean adolescents and their families have offered a different way of 
looking at health and healthy lifestyle, a widening of the meaning of health inclusive 
of social issues, such as equality, the value for their traditional diet, religion, quality 
for survival, family and social life. For these families the definition of health and 
healthy lifestyle is a fusion of social, economic, political, environmental variables 
and other contexts, which interact together to contribute to the definition. This 
definition seemed to have some linkages with their life experiences as African-
Caribbeans, their history, values and belief system. In addition the Christian adults 
demonstrated the importance of their spiritual beliefs with health and healthy 
lifestyle, while the adolescents' definitions placed emphasis on observable tangible 
factors. The following chapter will present families' account of healthy lifestyle 
within a private setting, once again the relationship with participant's history and 
experiences becoming prominent. 
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CHAPTER SIX 
FAMILIES' ACCOUNTS OF HEALTHY LIFESTYLE WITHIN A 
PRIVATE SETTING 
This chapter describes participants' accounts of a healthy lifestyle within a private 
setting, in particular the strategies that could be adopted or practised within an 
individual's home or personal environment. They included their attitude and 
experiences of cigarette smoking, alcohol, drugs, healthy diet, exercise, the role of 
functional family and social networks, the importance of identity on health status, 
attitude towards healthy sexual behaviour and the role of religion in healthy lifestyle. 
During the discussions, we explored the effectiveness of these strategies in achieving 
and promoting a good health status and analysed the facilitating factors that may 
influence families to adopt a healthy lifestyle and the inhibiting factors, which 
constrain their choices to practise a healthy lifestyle. This analysis was important as 
expenences and attitudes are known to be constructed by choices available to 
individuals. 
Cigarette smoking, alcohol and drugs 
The ten families involved in this study believed that sensible drinking habits, with no 
drugs and cigarette smoking as advocated in healthy lifestyle messages form an 
integral part of a healthy lifestyle. Though family members were interviewed 
together, of the 41 participants only two, DJ a 17 year old adolescent (Family II) and 
Isaiah a single dad (Family IX) admitted to smoking the occasional weed. Four 
admitted to have smoked cigarettes before; these were Joshua, Zainab, David and 
Khandi, while some adolescents including Joy, Trish, Ryan, Tara, Jamal, Angie and 
Ayesha admitted to experimenting with cigarette smoking. Cigarette smoking, 
excessive alcohol consumption and taking drugs were generally low among these 
families. During discussions in each family, members displayed some considerable 
knowledge of the negative effects of practising these habits, in particular, the health 
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implications on the cardiovascular system and other important organs such as liver 
and lung. In addition five women from different families stated that it was not 
appropriate for women to smoke, quoting this as a reason for non-smoking. Of the 
ten families, the five who described themselves as Christians also mentioned religion 
as a basis for not smoking, taking drugs or drinking alcohol: 
Ruth: because it's not healthy, it's not good for your body, it can destroy 
your body that's why I don't do either. Your body is a temple of the Lord and 
you should take care of it, it's not good to smoke. 
(Family VIII) 
In the above excerpts Ruth highlights the combination of reasons for not drinking 
alcohol, not smoking or using drugs; clearly it was not just a healthy lifestyle, her 
body as a temple of the Lord was much more important than practising a healthy 
lifestyle. Her reasons for not smoking were therefore more to do with her spirituality 
rather than being in pursuit for a healthy lifestyle. Another reason, which was 
identified by the men from Families IV, VIn and IX was that the habits are 
expensive to maintain. However, on further questioning to ascertain if the cost of 
smoking can act as a deterrent, they all seemed to admit that other reasons such as 
the negative effects on health status were more important than cost itself. For the 
adolescents, though a number had experimented with cigarette smoking, the negative 
effects on health status from smoking cigarettes, drinking alcohol or using drugs 
appeared to be a fundamental reason for non-participation. The seven adolescents 
who had experimented with cigarette smoking highlighted the influence of peers as a 
reason for experimentation. This finding both amplifies and reinforces conclusions 
reached in other research. For instance in Alexander et al. (1999) peers were found 
to be the most influential factors of adolescent smoking, the main factors also include 
the need for social acceptance and social conformity. However, among this study 
group of adolescents, none appeared to be smoking cigarettes on a regular basis; 
three drank alcohol on a regular basis and one as previously mentioned, used the 
occasional weed. 
Amongst the parents another significant reason for not smoking, taking drugs or 
excessive alcohol was illustrated in their belief as role models for their children. 
Parents believed that if they smoked cigarettes, their children will have an easy 
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access to cigarettes within the home settings and this can serve as a trigger for a 
smoking initiation. They also saw themselves as significant persons in their 
children's lives and argued that their children looked up to them, learnt and acquired 
behaviours from them. The belief is that by not smoking, their children will not 
smoke: 
Diane: J don't smoke, ..... J think people who smoke encourage their kids to 
smoke and J really don't think it's appropriate to see my children fagging 
around and J am sat there. J don't do it, otherwise the children will want to 
start smoking and you have to deliver what you preach. 
(Family IV) 
The parents in this study appear to be subconsciously communicating healthy advice 
to their children, though for most the reasons for not smoking were not entirely for 
health reasons. 
Both parents and adolescents complained about the effects of passive smoking, 
although, once again, they expressed apathy as regards to how they can protect their 
children against passive smoking, especially from friends who smoke and smoking in 
public places. They felt that they were not in control, once the children are out of the 
private setting and the ban on smoking could only be effective within this private 
setting. 
Across the different families, there was a general acceptance concerning drinking 
alcohol in moderation. Of the eighteen adults, five drank alcohol on a regular basis, 
including some Christians. They all justified this by stating that even recent medical 
arguments approve red wine being good for the heart. Two of them stated that the 
Bible is not against drinking alcohol but was only against being drunk. While the 
Christians who did not drink alcohol also quoted the Bible as the main reason for not 
drinking alcohol. They argued that if they drink in moderation, the children may 
acquire and learn the habit from them and start drinking at an early age, over which 
they will have difficulty in controlling and implementing the advice on sensible 
drinking, especially when facing challenges of being an adolescent. Other reasons 
for not drinking were related to their argument that alcohol could lead to addiction 
and that this could easily lead to alcoholism, which is against their spiritual beliefs. 
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In the three households of the adolescents who admitted to regularly drinking 
alcohol, parents expressed disapproval and frustration towards their children drinking 
alcohol: 
Lola: I don't smoke or drink and I find it difficult to accept that she (Trish) 
can be drinking when she goes out with friends without thinking, I really hate 
that and we do quarrel about that .... , as Trish says, when she goes out with 
friends she does have a drink; anyway saying that, I have not really seen her 
drunk and she doesn't do it at home. Hopefully she will be able to control it 
and not let the drink take control of her, that's just it; you know what I 
mean ..... , it can also be a phase and hopefully it will disappear. 
(Family III) 
There were antagonism and conflicts between parents and the adolescents on the 
issue of drinking alcohol. The parents were clearly concerned about their children, in 
particular on the effects of drinking alcohol without being in control, rather than the 
long-term health status. Of the three households, only one parent drank alcohol, 
Isaiah, but he still expressed the view that his 1 7 year old daughter was too young to 
adequately tolerate and manage drinking alcohol. All adolescents stated that alcohol 
was permissible from the age recommended by the government. Their feelings 
towards the use of alcohol were not as negative as their parents and all stated that 
they will probably use alcohol later in life, but most also identified the need to drink 
in moderation: 
Joy: well I think if you, like over the age, you should be able to drink alcohol, 
but certainly not to over do it. 
(Family II) 
Collins: well alcohol is not bad but if you drink too much and every week it's 
not good. 
(Family V) 
However, in one of the Christian families, Khandi, who described herself as a devout 
and practising Christian and used her spiritual belief as the basis for not drinking 
alcohol, appeared to encourage the occasional use of alcohol among her children: 
Khandi: ..... I am aware that though the Bible is not against drinking H'ine, it 
does sa)', that we should not be drunk with wine and it is easy to ban it 
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completely, but instead of doing that though 1 myself don't drink at all, 1 let 
them know that there is nothing wrong with the occasional glass or two so 
long as they can control the drink and not let the drink control them, yeah, 
not let the drink control them..... It is important for them to grow up knolt'ing 
that there is nothing wrong with drinking wine but they should not be drunk. 
(Family VII) 
Khandi argued that the Bible is not against the use of alcohol and she has been 
preparing her children to learn how to drink alcohol sensibly. On exploring the issue 
further, Khandi stated that though her parents were against these practices, as a 
young person she drank alcohol and smoked cigarettes. It could be argued that 
Khandi recognised the pressures her children encounter are different from those 
when she was young, such that if she were to apply her parents' principles or her 
own religious beliefs to her own children, they would still drink alcohol or smoke 
cigarettes without her knowledge, and she felt this was much more unhealthy. 
Instead, unlike all the other Christian parents she was prepared to introduce sensible 
drinking habits within a safe environment, but none of the children were allowed to 
drink alcohol outside the home. When further probed why she appears not to be 
imposing her religious belief on the children, she argued that her children's faith was 
at a different level from her own and they may not appreciate this as a reason for not 
drinking alcohol. Khandi has in essence appeared to have created a reasonable 
family relationship, climate and emotional support in the moderate use of alcohol. 
Khandi argued that this structure may delay or diminish the chances of her children 
using alcohol excessively. Khandi's rationale is supported in Lee's (1983) work who 
argued that a satisfactory family relationship may act as a barrier against adolescent 
initiation into substance misuse such as drugs. The legislation against the use of 
drugs was also cited by some participants as a disincentive for not participating in 
these practices. However, in families I, II, III, IV and IX members stated that while 
they accepted the policies on drugs, they felt that members in authority such as the 
police, have engendered a culture whereby drugs are flourishing and are being 
sustained: 
Dave: oh yes, where have you been, let me explain, the police pass it to their 
informers, the informers give it to a third party and they end up being sold in 
the streets; it's all a vicious circle 1 mean they sa}' it's all black, black people, 
but it's not us ..... 
(Family IV) 
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This generalisation and assumption on the police is partly an indication of the poor 
relationship between the police and the members of minority ethnic communities 
(McPherson 1999). It is also reflected in their belief that they are victimised, 
stereotyped and labelled as a group who use drugs the most: 
Diane: .... , anyway that's the perception they have of black people and that is 
why most of them, blacks, are caught and the others go free, because the 
others are not suspected, unless they are caught with it. 
(Family I) 
The treatment of black people by the police appears to have kept alive the suspicions 
of its integrity and raised questions both in respect of equality of the process and 
equity of outcomes. Families believed that the negative stereotypes as criminals and 
being violent, have led to the widespread use of ethnicity in the creation of profiles 
of likely criminals. They believed that the police force maintained a greater 
surveillance of blacks; they are therefore more likely to be stopped, questioned and 
searched than whites. They are therefore more likely than whites to be arrested for 
possession of drugs. For them though the law itself is not racist it has a racism 
impact. Though families accepted that within their communities individuals used 
drugs, they felt that because of this perception, they are more likely to be stopped by 
the police than any other community. Beliefs and stereotypes held against a segment 
of the population are risky and complicated; however, a number of recent reports 
such as the McPherson Report (1999), Spencer and Hough (2000) seem to support 
the families' belief on victimisation and discrimination by the police force. Families 
spoke with feelings of anger about this victimisation and discrimination that 
appeared to cause mental stress and challenge the individual's health status. The 
notion that members of law enforcement have engendered a culture whereby drugs 
are flourishing and are being sustained, is a controversial one, but perhaps is an 
indicator of the mistrust between minority ethnic communities and members of the 
police authority. However, it needs to be recognised that the outcome of this 
mistrust is limiting the choices for African-Caribbean families to participate in a 
healthy lifestyle. 
The proposal to relax cannabis was also viewed as controversial with the ten families 
and was thought it would result in an unhealthy lifestyle: 
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Carlton: that is rubbish, they will brainwash you, that is what this 
government is all about, they will brainwash you, you just keep away from it, 
I have never had it and I am doing fine. 
(Family VIII) 
Families appeared to be SUSpICIOUS of the state itself by highlighting what they 
perceived was a deliberate misleading of information in particular when Carlton talks 
of being brainwashed. This suspicion is an indication of the past disappointments 
and poor experiences with local authority officials. 
The adolescents involved in this study demonstrated considerable understanding of 
the negative effects of cigarettes, alcohol and drugs on health. Though a number of 
them had experimented with cigarette smoking, none smoked, only three drank 
alcohol and one took the occasional weed. The finding of low prevalence of 
cigarette smoking, drug taking and alcohol use amongst these adolescents supports 
evidence from a number of previous studies, (Best et al. 2001; Karlson et al. 1998) 
that have highlighted, in general that African-Caribbean adolescents are behind their 
white peers in the three areas. Best et al.' s study confirmed the ethnic-specific 
pattern of alcohol and tobacco use with white children reporting high prevalence of 
initiation and regular use. However, the reasons for their compliance with this 
particular healthy lifestyle strategy were not entirely to promote individual health 
status but to mainly comply with parental authority. On the other hand, Bhopal et al. 
(2004) analysis of cross-cultural adaptation of British surveys on tobacco and alcohol 
in ethnic minority groups, argued that the social cultural, religious taboos and norms 
of particular ethnic minority groups might affect the self-reporting of tobacco and 
alcohol consumption. In this study, I would argue that family members including the 
adolescents were not reticent in self-reporting, more so when some of them admitted 
to have experimented with cigarettes, drugs and were using the occasional weed. 
Healthy diet 
The role of a healthy diet in the aetiology of illness, maintenance of normal 
physiological functions and in growth and development has been well documented. 
Members of all ten families demonstrated considerable knowledge and understanding 
of the benefits of a healthy diet to individual health status. Furthermore they were 
able to describe clearly the recommended healthy diet (DoH 1999). However, during 
141 
discussions it emerged that none of them have fully implemented the dietary advice 
from the DoH. Their attitudes and decisions on healthy diet were influenced by a 
number of factors that included: 
(i): The need for an African-Caribbean diet 
All adult participants felt that there was a need for a distinctive traditional African-
Caribbean diet. The participants who had experienced the traditional African-
Caribbean diet regularly contrasted the recommended healthy diet with the 
traditional diet and asserted that despite its high salt and fat content the traditional 
African-Caribbean cuisine had been a healthier diet. The adults who had 
experienced life in the Caribbean theorised that elements of the traditional African-
Caribbean diet that would now be viewed as damaging to health were counter-
balanced by outdoor physical activities carried out by adult men and women and by 
the energetic play activities of children. Though they recognised the relationship 
between the traditional African-Caribbean diet and the demanding physical nature of 
Caribbean living, most still stressed the need to maintain their traditional diet. 
Hosea: yes, I agree with Rahab, the black body is used to certain food, 
certain lifestyle, you see, at home we eat meat, a lot of meat, but the meat is 
different, the cows are not full of fat as the ones here, we also eat loads of 
carbohydrates, but we walk a lot back there, the weather is good we are 
outdoors most of the time and you are used to that. But when you come to 
this country, you cannot continue with these things, it's a change and most of 
us will want to continue eating what we are used to, but the lifestyle is 
different and then it does not become good for us [this is in reference to 
African-Caribbean diet], but that is like our identity and it is what makes you 
comfortable..... You see as Rahab says it's our identity, it's like our heritage, 
it's like the one thing you feel you have control of and want to hold on, why 
should you stop having something that you enjoy? 
(Family X) 
Seth: ..... It should be recognised that our food is also very important, it is 
important to us, whether it is healthy or not is not important, we enjoy it, but 
it is like a lot of black people things, nobody really cares. 
(Family V) 
Hosea and Seth demonstrate the relationship between diet, lifestyle and their 
heritage. By wanting to eat traditional African-Caribbean diet they in essence are 
demonstrating a need to want to maintain their identities as African-Caribbeans. The 
traditional foods were described as bringing back good memories of childhood. 
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There was a general perception that eating healthy meant giving up part of their 
identity. It can be argued that, although food makes people feel better both 
physically and psychologically, it also has many socio-cultural functions that need to 
be understood. Many aspects of food buying, preparation and eating are culturally 
defined and families consciously or unconsciously participated in these activities to 
preserve their traditions and identity. This is an important distinction and suggests a 
need for a much broader strategy in order to promote a healthy diet and a revisit of 
the advice concerning healthy diet. More prominent amongst the adult participants 
involved in this study than what appears to be the case in many other studies on 
healthy diet, was the expressed concern and frustration with the recommended 
healthy diet. Green vegetables, in particular salads, were cited as the principal 
example of healthy food, but salad is not always perceived as suitable food for 
African-Caribbean families who predominantly prefer meat and a hot meal. Parents 
felt that this was mainly because the society they lived in did not value their diet as 
indicated in its absence within any of the school diets or major supermarkets. For the 
adult participants, there was a general expression that because of ignorance and 
racism, their diet is being marginalised and devalued. Most believed that the 
recommended healthy diet has been designed to meet the needs of the white 
community and for individuals to conform to this diet if they are to achieve a healthy 
lifestyle. It is clear that for many families the concern about the relationship between 
diet and health is heightened by external pressures. 
Some participants recognised that the traditional way of cooking was not suitable for 
life in Britain and have made some alterations; in most cases these appeared to be in 
line with the official advice on healthy diet, but the emphasis on the traditional diet 
was still maintained; so they would eat the same foodstuff but add less salt and use 
cooking oil sparingly. However, they recognise that, for their parents' generation 
this has always not been the case, as described by Zainab below: 
Zainab: I mean the food is really full of fat, all the fat and she eats all that 
with the vegetables and will say that's her healthy diet, well I sit there and I 
think that's all fat and cholesterol, she will sit and eat it. I think it's difficult 
to change her diet, she is not young really and it's difficult for her to change 
her ways, you can't convince her that that is not a healthy diet, I can only 
imagine the fat in it really, but you can 't make her change. A lot of the older 
black people have continued to eat and prepare their food the way they used 
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to do in the Caribbean, they haven't really changed and it's difficult to 
change them, that's how my mum eats. A lot of the older people who are able 
to be active, are, but they still retain their traditional way of cooking and do 
all sorts of things. 
(Family II) 
In Andrews (1992), the author states that new immigrants and their first generation 
offspring usually adhere more closely to cultural food patterns than do subsequent 
generations. However, he further argues that with increasing assimilation, 
subsequent generations may link to their past cultural food patterns only on holidays 
or at family gatherings. In some cases they may give up cultural foods but retain 
some traditional methods of preparation. This was contrary to the finding in this 
study, which found that all of the parents including the ones who can be considered 
as second generation African-Caribbeans still wanted to adhere to their traditional 
diet, though some had actually made alterations to the cooking methods that they 
argued would fit in with life in Britain. This desire to adhere to the traditional diet 
could be a sign of a culture of resistance, rebellion and identity construction. While 
there was a general agreement that the traditional diet was healthier, food preparation 
did vary significantly across families and individuals and in some instances changes 
to cooking methods did reflect some healthy diet messages. This finding suggests 
that most families were not immune to population-based messages on healthy eating 
as illustrated in leaflets and adverts. 
(ii): Food availability and cost 
For all parents the preferred diet was the traditional African-Caribbean diet; 
however, their experiences suggest that on a daily basis, they are more likely to have 
other diets rather than their preferred choice. The main reasons were food 
availability and choices. Participants note that shopping for the traditional African-
Caribbean food was extremely time consuming. They also complained about 
irregular supply patterns and the difficulty of obtaining foodstuff. Participants felt 
that other community dietary needs were being met, whilst theirs have been ignored. 
It appeared to some that their limited access to a choice of quality food at affordable 
prices had been ignored in the promotion of healthy eating. From my observation of 
the families' neighbourhoods, I noticed a number of large convenience stores within 
the area, but no supermarket. This observation was particularly striking since a 
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number of studies have established the link between diets and availability. For 
instance, in Morland et al. (2002) USA study, it was found that African-Americans' 
fruit and vegetable intake increased by 32% for each additional supermarket in the 
neighbourhoods where they lived. In my study it was not uncommon for families to 
state that they have to sacrifice on other aspects of their lives to ensure the healthier 
African-Caribbean diet: 
Ruth: oh yeah, we get it from the special shops that sell West Indies food, it is 
expensive but you have to sacrifice, you sacrifice for these things, you have to 
make sacrifices. 
Bertha: make sacrifices? 
Carlton: yes, it is expensive so we make sacrifices by not doing other things 
so that we can eat well, I also work very hard. 
(Family VIII) 
In Family X, there were times when Hosea would have the traditional African-
Caribbean meal while the rest of the family would have frozen food; this was 
attributed to the cost of food and individual choices. The traditional diet was much 
more expensive and in some instances preference was given to the bread winner; 
however, his children preferred the fast frozen foods than the traditional diet. 
Brannen et al. (1994), discuss how food can be the locus for intergenerational 
conflict and how women perform a role as negotiators and mediators in domestic 
food culture. In this instance, not only was there an intergenerational difference, but 
some influence from the cost of food. When shopping, women carry these 
responsibilities with them; they also balance concerns about healthy eating with 
those of taste and value for money. 
Borgen and Bronwell (2002) examined the feasibility and effectiveness of an 
environmental intervention for improving diet by comparing the impact of health 
messages, lowered prices and their combination on the purchase of healthy food 
items in a restaurant. Price decreases alone, rather than a combination of price 
decreases and health messages, were associated with a higher level of increased 
purchases of some healthy food items as compared with control items over a 4-month 
period. As virtually all the traditional African-Caribbean foodstuffs have to be 
imported, for example, plantain, dashi and coco, the weekly shopping bill is 
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significantly higher than that of the indigenous population and at times access to food 
may be restricted due to limited deliveries. Price decreases and food accessibility 
may be a more powerful means than health messages of increasing consumption of 
healthy foods. 
There was an expressed view that if the traditional African-Caribbean diet was 
promoted and included in the DoH healthy diet advice, large supermarkets may be 
encouraged to promote and supply the foodstuff. This would make the foods widely 
available and affordable. However, six adults and all the adolescents argued that this 
responsibility should actually be taken by the community itself rather than relying on 
local policies or in this case the DoH. They felt very strongly that the African-
Caribbean community should actually take the responsibility of promoting its 
traditional diet and not rely on others. Nevertheless, considering lower income levels 
of most of these families and the African-Caribbean community as a whole, this may 
not be an easy option as most of their foodstuff was actually imported from abroad. 
Therefore there is a need for local interventions and mobilisation in promoting the 
traditional African-Caribbean diet. 
However, for the adolescents, food cost was critical to the diet they had at home, 
though there was some negotiation between parents and adolescents in the area of 
healthy diet; in most instances the adolescents would only have foods according to 
the family income, such that the cost of food did to a certain degree influence the diet 
for the adolescents: 
Joy: because, I don't know, there is never much fruit in the house anyway 
and mum would give us maybe one or two a day of fruit but not more than 
that, but I don't mind the vegetables, I do like the fruit but there is never 
enough in the house. 
(Family I) 
(iii): Influence of children 
Within the family, children also played a key role in determining their families' diet. 
Parents stated that in making decisions of food choice; they took their children's 
likes and dislikes into consideration, with the result the adolescents saw themselves 
as having more decision making power about food than their parents attributed to 
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them. In contrast to their parents, only two adolescents appeared to prefer the 
African-Caribbean diet; for example, in Family I the mothers stated that: 
Diane: oh J!eah, but if I were to buy yam, that's just for me. If I were to buy 
coco, dashz, and those sorts of things even okra, that's just for me. ] mean I 
lov~ okra, but I don't buy it, because if I cook it, that's just for me. If I cook it 
I wzll have to eat by myself and I don't like cooking several dishes, not in this 
fast times that we live in, there isn't time to put into the cooking like we use to 
do or like one will need and also, the time is just not there. 
(Family I) 
It is clear that within the household some families struggled to promote the 
traditional diet, this they felt was the influence of the school dinners from a young 
age on their children. None of the school dinners included traditional African-
Caribbean diet and they felt it is influencing the choices their children make about a 
healthy diet: 
Zainab: yeah, I mean given the choice she wouldn't and that's when we start 
having arguments because I have to force her to eat it. ] could buy them, but 
she would not eat it and that's just about it. Granny would cook very nice 
soup, but Maya would complain and moan, however, when she gets it from 
granny, she would eat it. But when we go to the West Indies she eats it and 
does not complain at all, maybe because she doesn't have the choice. In 
England there is too much choice and it's not good really, it's my fault as 
well, because I give her what she wants really. I would go to the supermarket 
and buy her the burgers, the chips what she enjoys eating really, maybe I 
should not give her that choice, yeah it's really sort of difficult. 
(Family II) 
Parents also expressed the VIew that there was too much choice especially of 
convenience food. In contrast the parents stated that choices about what to eat were 
made for them by their parents, when they were young. In order to accommodate 
their lifestyle of working long hours, low wages and in some instances being a single 
parent, there was a significant reliance on unhealthy convenient foods for 
adolescents. Conversley, the reliance on convenience foods was seen as a negative 
influence on their children's dietary habits and at the same time made it difficult for 
parents to follow their preferred African-Caribbean diet. Most parents argued that 
their children preferred a diet of chips and burgers. According to them, their 
children's diet has been influenced by their socio-economic status, school diet and 
availability of food; household diet therefore involved at best a compromise. 
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In some instances, it was found that achieving or sustaining a harmonious 
relationship in decisions about the family diet was often a higher priority than the 
need for a healthy diet. In practice, the decision making power of the children played 
an important role even before meals are served. However in some households, the 
findings indicated that parents still set food rules for their adolescents. For example, 
they imposed the obligation to eat everything or, more frequently, to eat some of the 
food prepared even if the adolescents did not like it. Therefore most parents while 
acknowledging their children's views, expressed the need to educate and encourage 
their children to have an African-Caribbean diet, believing this is an important part 
of their heritage: 
Joshua: oh yeah, we do have a duty to educate our children, it's like an 
identity, that's our identity, we need to look after it. 
(Family IV) 
Food patterns are generally developed during childhood and reflect the family's 
cultural heritage, socio-economic status and education. However, for these families, 
there was an indication that the schools seemed to playa major role in influencing 
the food patterns of their children: 
Diane: oh yes, even though being from our culture we do not eat chips and 
stuff like that, but our kids go to nursery and they are eating English food as 
such, the taste buds get used to it, even being a baby now, most of the tinned 
stuff and all that, the bottled stuff are not seasoned and we give our children 
seasoning food as soon as they are able to eat, you know what 1 mean, they 
get used to it from young including food costs and availability. 
(Family I) 
This finding supports the current need for revisiting and reviewing school diet. In a 
study by Bradshaw et al. (2003), it was demonstrated that school may be a suitable 
setting for the promotion of healthy lifestyles in children. Likewise in Frenn et al. 
(2003) a 4-session intervention with healthy snack and gym labs was tested in two 
urban low-middle-income middle schools, where fat in the diet decreased with each 
session in which students participated. 
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(iv): Concept of a healthy diet 
Though all the ten families revealed a substantial knowledge of the DoH (1999) 
concept and description of a healthy diet, family members felt that it marginalised 
them and failed to reflect their culture and values. This may have influenced their 
definition of a healthy diet, such as: 
Rahab: .... , for me a healthy proper diet is the West Indies food, but it is 
expensive and sometimes it is just easier to make do with what we have, so it's 
not quite unhealthy or healthy but in between, really. 
(Family X) 
CiCi: I don 't think their school meal is healthy at all, but he seems to enjoy it, you 
can see that he is starting to put on weight. 
Jamal: but for me it is healthy. 
(Family VI) 
For the African-Caribbean families, the priority was on feeding the family and not 
necessarily a healthy diet; for example, the advice of five fruits a day did not seem 
realistic for most participants and was rarely practised. Healthy diet, described as the 
traditional African-Caribbean diet (by parents) or the conventional healthy diet (by 
adolescents) is considered to be costly and beyond the reach of families. There was a 
general acceptance that the DoH (1999) healthy diet was suitable for reducing 
weight, maintaining a healthy heart and cardiovascular system. This implies that, if 
individuals believe they are not overweight and have a healthy cardiovascular 
system, they will not adopt this recommended healthy diet. Has information about 
healthy diet been read by these families as meaning they should lose weight and have 
a healthy cardiovascular system, or are they responding to their perception of weight 
and the increase of hypertension among their community? Perhaps the emphasis on 
having a healthy cardiovascular system as a basis for healthy diet needs to be 
reviewed by the health promoters and planners who may have to adopt a wider multi-
disciplinary strategy including individuals' culture, socio-economic status, belief, 
education and values if messages on healthy diet are to succeed. 
Decisions about food were determined by their identity as African-Caribbeans, food 
availability and cost, individuals' likes and dislikes and their understanding of what 
they believed was a healthy diet. A significant finding for a healthy diet was the 
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difference between the adolescents and their parents; for most parents the traditional 
African-Caribbean diet was considered to be much healthier and an indication of 
their identity as African-Caribbeans. Yet this diet was also severely constrained by 
their socio-economic status and demands of other family members. This study 
indicates that for the African-Caribbeans the widely held hypothesis of women as 
gatekeepers in decisions about family diet has to be rejected in favour of the 
influence of the whole family. 
Though a healthy diet would make people feel better both physically and 
psychologically and work towards achieving the government's targets on health for 
all, these findings suggest that dietary choices have many socio-cultural functions 
that need to be understood. A healthy diet is only part of equipping and satisfying 
the body's nutritional requirements, but as the families have demonstrated, values 
and beliefs are important; therefore promotion of a 'universal' healthy diet may be 
inappropriate if it conflicts with cultural and socio-economic restrictions. This 
finding was also echoed in Mohamed's (1989) study, where the author aimed at 
determining appropriate approaches for developing nutrition education programmes 
to promote healthy eating among three groups of mothers with young children 
(African-Caribbean, Asian and white) attending child health clinics in two inner city 
areas of London. The results indicated that despite the differences between the 
groups regarding their eating patterns and their attitudes towards food and health, 
there was a common underlying concern about healthy eating and the need for 
accurate and practical advice using different cultural foods. While culture cannot 
completely explain how an individual will think and act, findings from participants 
suggest that understanding cultural perspectives can assist the messages on healthy 
diet. 
In this study, the adolescents appeared to be well informed about healthy eating and 
were able to articulate the orthodoxy about what was an healthy or unhealthy diet. 
They had considerable understanding of healthy eating that matched with a balanced 
diet, nutritious food and health status. They also appeared to have a good 
understanding of some of the dangers of a poor diet, they all knew that an unhealthy 
diet could lead to heart illnesses in adulthood. However, the findings suggest that 
these were not translated into behaviour. There appeared to be a gap between 
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knowledge and practice in adolescents eating habits. Clearly there was a whole 
range of factors that influenced food choices and many of these were more influential 
than knowledge about healthy eating. 
The findings suggested a complicated picture of influences on food purchasing and 
the access to food affected by income, availability, values and beliefs. These are in 
line with an emerging picture from other studies such as Caraher et al. (1998). Food 
and health policy are always politically delicate and vested interests in the food 
industry are notoriously strong; however, for a healthy diet to be accepted, cultural 
preferences need to be considered in the whole food business, as these families with 
their preference for an African-Caribbean diet felt marginalised and discriminated 
against. This suggests that the availability of traditional foodstuffs, in this case the 
African-Caribbean diet, need to be affordable and available within the local 
supermarkets and shops. 
Exercise 
All ten families agreed that exercise was an effective healthy lifestyle strategy. They 
acknowledged the correlation between exercise and individual health status. 
However, exercise was largely perceived to be a recreational activity, necessary as a 
short-term strategy specifically with the aim of reducing weight and maintaining a 
healthy heart and cardiovascular system. 
Though participants were cognisant of the benefits of exercise this was not translated 
into action; only three adults, Joshua (Family IV), Isaiah (single dad of Family IX), 
and Khandi (single mother from Family VII) seemed to participate in regular 
exercise. There was some evidence that regular exercise was practised for 'cosmetic' 
reasons, though this may be argued as related to having a healthy body; Isaiah's 
daughter stated that her dad did regular exercise just to be seen to have a great macho 
body. The women from all the remaining families expressed the desire for more 
exercise and they talked about their body image with some stating that they have 
considerable weight that is not good for their health. The women expressed an 
intention and desire to exercise if they perceived themselves as being over-weight, 
but, this was not turned to reality. This finding was contrary to some recent USA 
studies with African-American women (Adams et al. 2000~ James 2004; Young et al. 
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2001). Adams et al. and James, confinned that ethnicity and culture affect the 
development of body image and body size perceptions, such that obesity is culturally 
defined and not equally stigmatised by all cultures. African-American women 
involved in the studies were reported as being the least concerned with their body 
weight. While Young et al. (2001) described the difference between the African-
American women's body weight perceptions from white women, whereby most 
African-American women did not define being overweight as unhealthy or 
unattractive. In this study, the African-Caribbean women who expressed some 
concern about their body weight appeared to have a different body image perception 
from their counterparts in the USA. This may suggest that in Britain either healthy 
lifestyle messages are influencing the women's perception towards their body image 
or an indication of a cultural shift towards a more westernised body image. The 
differences as observed in the African-Caribbean women may suggest an indication 
that either the healthy lifestyle messages on exercise appear to be reaching this 
group, or the African-Caribbean women's perception of body image is changing, but 
none appeared to be actively taking steps to change their body image. Perhaps the 
reason could partly be, the men's perception of the women being similar to the 
American findings. Whenever the women complained about their body image, the 
men would always respond by stating that the women's body image was acceptable, 
indicating that there clearly was a gender difference in regard to the body image. 
Other reasons for not exercising was given by the women who stated that their jobs 
and lifestyle were physical enough and provided a basis for exercise; hence they did 
not feel the need for additional exercise. In general, adult participants whose work 
(paid and unpaid) involved strenuous physical activity argued that they exercised 
enough at work and did not value the need to use their free time for exercise: 
Hosea: well I don 't need to exercise, I do it at work, my job is physical and 
that is how I get my exercise, I work nights most of the time, the job is very 
physical and that IS it, that is the description of my exercise. 
(Family X) 
Ruth: I don't go to the gym, there is plenty in the home to keep me going and 
that is my exercise, I have the grandchildren to take care of and I run around 
with them. I don 't go to the gym or go out for walks to exercise, but I also 
walk a lot like my husband. I would put the children (grandchildren) in the 
pram and would go to the shops to town and so on and that is my exercise. 
(Family VIII) 
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Mandy: well I do enough exercise, I do a lot of walking and that's enough, I 
walk a lot at work, I walk up and down and that's enough really. 
(Family IV) 
The findings revealed a number of other key factors to the effect why most adults did 
not exercise: 
Table 4: Factors influencing participants' decision not to exercise 
Reasons for not exercising 
Definition of exercise 
Exercise and cost 
Exercise and the weather 
Exercise and the neighbourhood 
Attitude towards exercise facilities and sites 
The benefits not largely put into practice 
Friends and exercise 
Exercise seen as a control/discipline/social control 
Personality and choice 
Lack of motivation 
Because exercise was an integral part of the school curriculum, the adolescents still 
at school benefited from regular exercise. However, very few of them, especially 
girls, participated in any physical activities outside school hours. The decision to 
exercise outside school hours was also influenced by friendship networks, which 
could either be supportive or non-supportive. The neighbourhood was also seen as a 
deterrent to participate in exercise; the adolescents stated that the lack of appropriate 
facilities within their neighbourhood was a constraint against exercise, others being 
homework from school. 
Among the women, it was only Khandi a single mother of Family VII who exercised 
regularly. A number of the women described the link between socio-economic status 
and accessibility to exercise facilities, stating they were unable to meet the payment 
required to attend a gym, while some mothers argue that they could not justify 
spending money on gyms while having other pressing needs: 
Diane: oh yes, I can see that, I can see, it probably keeps your heart going, 
keeps you physically fit. It's something I need to look at, I know that I am 
very unfit, but again to me it's just time. The society we are living in is very 
fast, right, and when you've got kids and it's on(v you, it's very' hard, once 
you are at home, .vou are the sole carer for these persons and they are in your 
hands, it's hard to get babysitters and by pa.l'ing babysitters for .VOli to go out 
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and enjoy yourself, I know some people do that and I don't wrong them but to 
me I couldn't justify for myself leaving them here to go to the gym. I'll have 
to find someone to look after them and how many times will that person look 
after them? So you end up staying with the children. Unless there was 
somewhere you can take the children, but it will cost more because you will 
be paying for you to be there and the children. If you have two children like 
me, it would cost me double, so in the end you might as well stay at home. So 
I don't go to the gym .. ..• 
(Family I) 
Diane's argument reinforces previous findings such as Rawaf et al. 's (1998) that 
regular exercise as a leisure pursuit is only on the increase amongst the middle-class 
minority. Diane talks about the lack of money and gives an account of the priorities 
that have to be balanced before deciding to engage in exercise. This was the reality 
not only in single parent households such as Diane's but was also evident in two 
parent households where both the parents were or one of them was working. Parents 
have to prioritise against their low income and other needs such as child care. On the 
other hand some of the other participants cited the lack of opportunity to attend gyms 
because of what they described as inappropriate opening and closing hours of the 
local authority gyms, with some participants stating that: 
Isaiah: well I mean that the council gyms or leisure centres, which are cheap, 
are not suitable because most of us [black people] work long and odd shifts 
and these council gyms operate standard hours [implying 9am - 6pm]. Also 
because they work long hours they can't get access to the gym and also the 
job itself is very strenuous such that when they finish they feel too tired to go 
to the gym and what should I say they would not want to go for, what should I 
say, recreational exercises, that's how they would see them anyway, that will 
be the last thing that comes into their mind, they are already struggling and 
cannot see themselves going to the gym really, you need discipline and 
stamina really. 
(Family IX) 
Once again there is some relationship with the socio-economic status, nature of 
employment and participation in exercise; indeed this finding confirms that those 
individuals who are at a higher social class are more likely to participate in such 
exercises. On further probing participants as to why they do not engage in less 
expensive exercises, such as walking, issues such as the lack of and worry for 
personal safety within the neighbourhood in early morning or late evening after work 
seemed to dominate as a deterrent against walking. For the parents extreme cold 
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conditions were also cited as reasons for not walking. The issues became more 
noticeable when conducting visits in the evening and winter periods; in most 
instances the streets were poorly lit and I recall a few occasions when family 
members expressed concern about my own safety when after my visit it was dark. In 
addition both Rahab and Zainab demonstrate the influence of attitudes life , 
experiences and beliefs about exercise, by implying that exercising in gyms is not 
their way of life: 
Rahab: it's just not our way of life, I find it odd, going onto the exercise bike 
really, I mean we use to walk a lot at home and we were outdoors most of the 
time, but it's different here, in this place where do you walk to, that is 
something that I can do, but where, there are no parks nearby, the street is 
very busy, it is cold and therefore you cannot just go outside and start 
walking. It is also very busy, I am busy because I work at the nursery, but it 
is something I should do, I just don't feel right going on the exercise bike. 
(Family X) 
Zainab: no, not really, for me to exercise means going out walking or 
something like that, I am not used to exercising in the house and to be honest 
I cannot see myself doing that! But in this place if you walk in the morning or 
the evening and you get mugged what can you do? 
(Family II) 
Other notable differences come from the generation gap it's for the young, as 
expressed in the following responses: 
Carlton: .... , I mean for the children's sake if they want to go to the gym I 
would not make any objection, .... that's right, it's for the young, they don't 
walk as much as we do, they go to school, do what they have to do and rest at 
home. Gym, it's for the young, it's for their lifestyle. 
Bertha: it's for their lifestyle? 
Carlton: yeah, yeah, it's for the young. How many people my age do you see 
in the gym, anyway. Back at home we walk a lot, we do not go to t~e gym, 
it's the new fashion, gym, .... you see the young don't believe in things lzke that, 
they have to join in and be seen to be part of the crowd, that is why I say tha.t 
I have no objection if they want to go to the gym, there is no harm reallJ' if 
they want to do that, but we do have enough exercise here. 
(Family VII) 
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Gyms as expressed above, were considered as a new fashion and was seen as a youth 
culture. Going to the gym was described as a phase and not necessarily about living 
a healthy lifestyle. Cynthia confirms this by stating: 
Cynthia: I know that there is quite a few who now go to the gym, I know that 
my nephew and his friends do attend the gym, but still not a lot of black 
people go to the gym. 
(Family V) 
Ruth: yeah, I agree, gym is new, it is for the young it is like the new fashion 
and hasn't really caught-up with us. 
(Family VIII) 
The African-Caribbean parents appeared to be aware of the development tasks of 
adolescents, mainly the need to be accepted with other peers, when they expressed 
gym attendance for the young as a new fashion, being part of a crowd, rather than 
part of a healthy lifestyle. It was significant that gyms were considered in the same 
rank as 'fashions' and presumably good for some other reasons rather than healthy 
lifestyle. In this instance they did not appear to impose their own values on the 
children and though most of the parents did not exercise, they still encouraged their 
children to exercise, which again is an indication of either recognising that such 
activities are important for adolescents, or the value of exercise on health. The 
paradox is that most of these parents did not exercise themselves. However, for 
some adult participants who had in the past used the gym, there was concern that 
once again the technique of exercises used in gyms did not reflect their identity and 
values; for most, the approach was akin to discipline and control mechanism: 
Claudette: I mean the sort of things they do in the gym in the name of 
exercise is like a form of discipline and we do not like discipline, I mean 
going to the gym three times a week right, working out for ninety minutes or 
so right, no, no, no, but if you go and dance for hours you do it your own way 
and you do it without thinking that someone or some machine is controlling 
you. 
Bertha: discipline? 
Claudette: oh yes, it is a control mechanism and I do not like it and most 
black people will not enjoy being controlled that way and on top of that you 
have to pay for being controlled! 
(Family V) 
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Claudette goes further to state that on the few occasions she attempted to attend the 
gym, most instructors were white, who did not appreciate her needs as a black 
woman and they reminded her of the white boss at work. This was resented because 
it was seen as a reinforcement of her position in society and within her workplace. 
For her part Claudette believes that exercise at the gym is a form of servitude. This 
has in resulted in refusal to participate in an activity that has the potential for 
enhancing her health status. This argument is reinforced when she goes further to 
suggest that dancing and music would be much more suitable and that these are 
liberating. Perhaps it is significant that, apart from the pleasure from competitive or 
social sport, the most well-known pleasure derived from physical activity is only 
achieved through suffering which is sufficiently severe in actuality and which seems 
to have deterred some members of this group. Dancing to music and song both 
spiritual and secular has historically been an area in which black people have 
articulated their experiences (Hill and Butter 1995; Gilroy 1987). Suffice it to say 
that music and dancing were not only seen as a way of lifting their spirits, but a way 
of managing the tensions of their daily lives, for most, this would have been a much 
more welcomed alternative as it would serve other purposes such as simple 
enjoyment, rather than what they considered was another punishing regime. 
Other factors, which contributed to the minimal take-up of exercise, included 
personality and choice, with some participants describing themselves as not the 
'exercise type', as in the case of Joshua who participated in regular exercise, saying 
the following about his son: 
Joshua: he doesn't like sport at all, he is not a sporty person at all. 
(Family IV) 
Though the number of men who participated in regular exercise was slightly more 
than the women, the women were likely to express an intention and desire to exercise 
more than men. Women would always make reference to their ages and weight and 
express the need to exercise; they would articulate the relationship between health 
status and exercise more than the men. However, women, especially single mothers, 
were more likely to express tiredness as a reason for not exercising. 
157 
The majority also cited lack of motivation as a barrier towards exercise such as: 
Zainab: I am aware like that I am not healthy. I know I am overweight and 
my heart is struggling I need to burn fat, but I am just lazy, I won't walk I 
won't get into the gym, not exercise, I won't do anything. Maya tries to 
encourage me to join her but I do not feel motivated at all, I am lazy and I 
know I am lazy, if I had more money I would get a personal trainer. I 
wouldn't get a cook because I know what to cook and what is healthy and 
what is not, my sister who is now in the Caribbean and has a degree in 
management is also a qualified chef, so from her I learnt about foods and 
how to cook and what is healthy and what is not healthy. All that is not a 
problem to me because I know what to eat and what not to eat, but I choose 
to go into the supermarket to buy chocolates, chocolate biscuits and rubbish. 
DJ: mum is just not bothered really and that's it. 
(Family II) 
Understanding motivation is critical in designing effective lifestyle changes and 
strategies. A number of studies in the USA in particular have explored the issue of 
motivation and healthy behaviour (Young et al. 2001). However, there is a need for 
studies analysing the relationship between motivation and exercise. 
On the subject of relaxation, participants gave accounts of some vivid African-
Caribbean lifestyles, in particular when they talked of visiting their extended families 
as a form of relaxation. On a number of occasions, I observed how other relatives 
would drop in briefly to visit; this happened in Families II, III, IV, V, VIII and X and 
confirmed their description. They talked of sharing meals together and socialisation: 
Zainab: no I relax with my family and friends, or on the settee, but I don't see 
that as relaxation exercise, it's uplifting to have family and friends, but when 
I am tired, I just drop on the settee. 
(Family II) 
Christians described the use of prayers and Bible reading to meditate: 
Nico: no we don't exercise, I suppose as a family, we do share in reading the 
bible as part of our life and we do pray, but certainly we do not set time to 
relax although that may be seen as relaxation but certainly we do not do 
things like yoga or anything like that. 
(Family VI) 
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F or the Christians' meditation was depicted as a form of relaxation, while for others, 
relaxation was something that was meaningless: 
Diane: after the kids have gone to bed, I do some reading; my time for 
relaxation is when my eyes are shut, .... , true, it's when my eyes are shut, it's 
true, sometimes, I lie on the settee, people may call that time for relaxation, 
but for me, I feel drained and tired so I have to lie down somewhere before I 
fall yeah, yeah, . .... Ijust don't have the time really. 
(Family I) 
In most instances family members would express disbelief and laugh with sarcasm 
that they should prioritise relaxation exercises within their lives. Most stated that in 
their daily lives relaxation was non-existent arguing again that the healthy lifestyle is 
failing to understand their life circumstances. In the following scenario, where 
Cynthia was plaiting Claudette's hair while discussing the concept of relaxation as a 
form of healthy lifestyle strategy, some of the responses included: 
Cynthia: she relaxes all the time, look at her now, I am doing her hair and 
she will be sat here for about 4-5 hours, she does her hair every three months 
or so and that's good relaxation anyway. 
Claudette: I don 't believe in relaxation. 
Bertha: why don't you believe in relaxation exercises? 
Claudette: well it's the slave mentality, isn't it? 
Bertha: pardon? 
Claudette: I feel guilty when I take time to relax, I should be working all the 
time shouldn't 1, that's how my forefathers were brought up to believe and 
that's it really. 
Bertha: you must be kidding, get out of here, what do you mean! That sort of 
mentality would not have survived generation after generation! 
Claudette: that's how we were brought up and I also got it from that 
Mandingo book, I mean which black family tells their children to have 
relaxation exercises. You must be joking. Those guys were forced to work, 
you see her now, she is doing my hair that's how we relax man! 
(Family V) 
It appears that though slavery was legally abolished more than a hundred years ago, 
the families through their own research of their history have become influenced by 
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the material they have read or there is the continuation of the persisting residual that 
is impacting on present healthy lifestyle as described by Claudette above. 
Some of the above activities that have been categorised as relaxation exerCIses 
appeared to be embedded in families' lifestyles and in most instances the relationship 
only became obvious on further probing. Most talked fondly of visiting families, 
having meals together, fellowship and for the Christians meditating. This style of 
relaxation should not be ignored as they all talked about its direct benefits to their 
health status. However, in general the mismatch between the considerable 
knowledge and understanding about the benefits of exercise and relaxation to the 
body and the reality poses its own health risk. Though there was an expressed 
understanding for the value of exercise and relaxation, it appears that there are a 
number of inhibiting factors that have contributed to what may appear as a resistance 
to adopt this particular healthy lifestyle strategy. Whether reasons for lack of 
exercise were attributed to socio-economic status, gyms, unsafe neighbourhoods, 
long working hours, influence of history and life experiences, families did not 
prioritise exercise. Equally there was enough evidence for an expressed need 
towards a more culturally appropriate exercise regime for African-Caribbean women, 
accepting their cultural beliefs and practices; for instance they value family and 
social networks and exercise regime could therefore be held at churches and 
community centres where other members of families are encouraged to participate. 
The reference to slavery supports Torkington (1991, 1995), who argued that some 
experience of African-Caribbean communities is directly linked to the historical 
antecedents of the transatlantic enslavement and colonialism. 
Functional family and social ties 
All families identified the functional family and the social ties as a strategy for 
healthy lifestyle. They were able to describe the relationship between the role of 
family, friends and individual health status. Family and social network members 
provided aid not only in times of crisis but also in an ongoing fashion, easing 
stressful situations and directly promoting a positive health status. Living 
arrangements used as part of the mutual-aid system have been particularly beneficial 
to most of these families, their main support networks were almost always composed 
of African-Caribbeans and the relationships appeared to be highly valued. 
160 
Factors that contributed to positive health status included, tangible and non-tangible 
emotional support, which they felt enhanced their health status and provided a 
balance for their mental health well-being: 
CiCi: But the social aspect of family life is really important and keeping in 
contact with your family or like-minded [friends] is really important for 
psychological aspects of health. Oh yes, it is very, very relevant and you do 
not realise it until perhaps you are not near them, you know what I mean? 
(Family VI) 
Other evidence in relation to the close family and social ties was in the presence of 
other family members and friends living within the neighbourhood. All families 
identified relatives such as grandparents, aunts, uncles and close friends who lived 
within the neighbourhood and contributed to an active socialisation process within 
the family circle. During visits, family members would point out to me from their 
living rooms, where other relatives and close social friends lived. Living in close 
proximity was noticeable and this facilitated opportunities for exchanges. It was 
clear from my observations that most individuals living within the neighbourhoods 
were predominantly of African-descent or mixed parentage. The support that 
families received from family and social networks indirectly enhanced their mental 
well-being and was evidenced by sharing in child care, meals, psychological support 
and expression of love: 
Seth: It is very important really to live among your own community, I know 
this place has got a bad name, but I feel safe here, I can walk without feeling 
that I will be attacked. I have family around me and all sorts, it could be 
better, but I think it is important to have your family around you and to bring 
up children in our community, it is very important really. 
(Family V) 
When contrasted with the state of the neighbourhood, all families stated that though 
it did not appear to enhance their health, having family members living nearby 
enhanced their health status and this made up the environment to be seen as 
contributing towards a healthy lifestyle. Socialisation with family and friends 
assisted them to relax; the ability for family and other social networks to interact and 
respond to their children was seen as an essential feature of healthy development for 
both the adult and the child, it was a buffer against discrimination from the wider 
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society. Participants valued the friendship offered by living within their own 
community. 
Everyone agreed that parents provided the pivotal role model focus for the next 
generation; parents were seen as a contributory factor to children's mental stability 
and positive health status. Data from this study suggests that the historical tradition 
still exists whereby African-Caribbean families still depend on the extended family 
and social networks to carry out some tasks, instead of the state and its agents. 
Families were unwilling to accept that this society has responded positively to their 
needs as black people and they cited examples in housing, education and 
employment, where there was a particular mistrust of the state. 
Frequent interaction amongst family members was noted in this study and is perhaps 
an indication of a more salient feature for African-Caribbean families than white 
families in Britain. While families talked of strong social ties with and relied on, 
other family members, their social systems also included friends from community 
organisations such as the church and other neighbours. There was some evidence of 
reciprocal caring and willingness to provide friendship and care with other family 
members. In instances whereby grandparents or other relatives lived very close, 
regular short care occurred when adolescents visited on a regular basis; for example, 
in VIII, Ruth and Carlton lived with their nieces and some of their grandchildren. 
The most important function of the family and the social-support networks described 
by participants were for someone to rely on, to listen to and offer advice about 
problems and concerns: 
Lola: oh yes, it's much better to be near my family and other black people, I 
mean I can go to the shops late in the evening without any fear at all and if I 
can go visit my parents, I see them quite often, we visit and talk quite a lot, 
my family also help with child care quite a lot really. I would really struggle 
if I lived far from them, the family do look out for them, my sister and brother 
we do get along and that helps, .... , I do have a good relationship with my 
family and that is important. 
(Family III) 
Joshua: yeah my dad's up the road, my brother just down the road, my 
mum's just up the road, my sister just next door, we are all nearby and see 
each other often, then we can have a drink or two really. 
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Trevor: I go to my nana, I see them a lot, well I see all my grandparents, 
aunts, uncles, friends, cousins, mum and dad's good friends. 
Joshua: aah yes I mean we help each other, we see a lot of each other and 
we visit and talk with each other a lot. I mean this is not a good place to live 
in but we have family around here. 
(Family IV) 
Cynthia: well, living among your own is healthy; it enhances your health, 
that's what I think anyway. 
Claudette: it is important to live near your own people at least when you go 
to the shops you meet other black faces and so on. 
(Family V) 
CiCi: I have some of my family living around here and that helps and we 
attend the church, it is a black church and a couple of friends live within this 
street and that really helps, yeah, it does really help. 
Nico: I think that is really important, that is, to be around family and also the 
black community, maybe not so much for me, ..... I don't know, when we first 
got married; when we started having the children it became more important 
to live round the family; so that was another motivating factor to live in this 
area. 
Jamal: I don 't mind either, I am happy here and I like it, my family and 
friends live around also and I like the place. 
CiCi: .... , I suppose as you get older, you feel you need the support, you are 
not by yourself all there by your own, you need to feel near people who know 
you, can give you support and all that, people you can have a laugh with, 
people who know you on that level but they can accept you. 
(Family VII) 
Khandi: I mean I was born around here and when I got married, we moved 
away from here and lived in an exclusive white area, but I moved back home. 
I mean the place was alright, but friends and family found it very difficult to 
visit and they kept saying that it was far so I really missed the family support, 
if you know what I mean, especially when the marriage broke. White people, 
well most of them keep themselves to themselves and there was no support, 
but it was not a bad place house wise, it was much better than here, right, I 
mean I was with my husband at the time, so apart from the other things you 
know about this place I do like the place because of my family being nearby 
really. 
Paris: family is important. 
Khandi: oh yes, family is important for our health, especially for black 
families. 
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Bertha: why is that? 
Khandi: well we get a lot of support from our families and that is why I 
moved back home you know, near my mum and the rest of my family, they all 
live nearby and they have been very supportive. 
Bertha: what do you mean? 
Khandi: well they have helped with the children, the children have someone 
else who looks out for them and not just me, I mean their dad does not live 
near, so although they see their dad, the rest of the family helps to look out 
for them also, because they live near here. 
(Family VII) 
For most participants, the relationships were perceived as functional and enhanced 
their health status. However, participants cited examples when family and social 
networks would fail to support a healthy lifestyle. This was demonstrated when 
some parents expressed concern about some of their children's friends, especially if 
the adolescents and their friends were seen to be engaging in activities that parents 
did not approve, such as cigarette smoking and drinking alcohol. Likewise, some 
adolescents, especially boys, expressed dissatisfaction with the lack of opportunity to 
socialise with their friends in public places. They stated that occasionally, as a group 
of black boys, it is assumed that they are trouble; this would result in being 
challenged by police and stopped from engaging in leisure activities: 
DJ: yeah, you know you can go somewhere like a disco and if I am with my 
cousins, they refuse us, because they have seen 3-4 black boys and that makes 
me really angry and affects me. 
(Family II) 
DJ is referring to the extent of stereotyping in the society he lives in and the 
institutional racism that was described in McPherson (1999). Unfortunately this is 
acting as a barrier to some young black adolescents to engage in acceptable social 
activities and instead marginalises them from their society. The alternative, for 
instance, in entering a disco club, is to engage in covert unhealthy activities that 
would reinforce the already persistent stereotype. 
In general frequent interaction amongst family members was noted in this study and 
is perhaps an indication of a more salient feature for African-Caribbean families than 
164 
white families in Britain. While families talked of strong social ties with and relied 
on, other family members, their social systems also included friends from community 
organisations such as the church and other neighbours. 
Self-identity 
A number of healthy lifestyle strategies were argued by families as ignoring and 
marginalising the identity of being African-Caribbeans. Families argued that the 
healthy lifestyle to an extent reflects the continuation of the racism and 
discrimination they experience at both the personal and social level. Their identity as 
African-Caribbeans was important and families argued that all healthy lifestyle 
strategies need to recognise this identity. This they felt would engender a positive 
identity, which would directly influence their self-esteem in a positive way and 
promote their health status. Families argued for strategies that should be seen to 
engender a sense of involvement and pride for one's identity; it was therefore 
important for these families that in adopting healthy lifestyle strategies, their identity 
as African-Caribbeans is acknowledged: 
Hosea: yeah, that says it all really, so when you talk about healthy lifestyle to 
us, first and foremost you have to remember that we are black and we are 
originally from the Caribbean, you have to understand us and understand our 
lifestyle even in this country, that is important. 
Selinah: it is what makes you, it is your pride, it is your heritage, you know 
your past, you know your ancestors and you know where you came from. 
(Family X) 
The recognition of African-Caribbean identity was expressed by all parents. Neither 
time spent in Britain, level of education nor gender seemed to influence the identity; 
they all described themselves as African-Caribbeans. Identity was central to their 
attitudes and experiences of healthy lifestyle. Their identity was of course related to 
their parents country of origin. This finding in particular from some of the adults 
who were born in Britain and have not even visited the Caribbean was significant. 
However, since identities in general and ethnic identities in particular are not fixed, 
such that in different contexts and moments people choose different forms of self-
identification (Itzigsohn et al. 2005), it can be argued that the strength of the identity 
of these families appeared to be partly influenced by the discrimination they have 
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experienced including their beliefs that healthy lifestyle strategies have ignored 
African-Caribbeans' values. For instance in James (1993: 277), the author gives an 
account of Arif Ali an Indo-Caribbean who 'became' black through his experience in 
a racist society that labelled him 'black', as opposed to being of Asian origin. The 
wider society defined him as black and he felt as he explained that it was sensible for 
him to embrace this new definition of himself, his new identity. 
Similarly, in Hylton's (1997) study, the Somali young men who came to this country 
as refugees indicated that their parents have become more rigid in aspects of their 
Islamic beliefs and culture in Britain than they were when they lived in Somalia. A 
part of the explanation of such behaviour was that in Britain the Somali parents are 
surrounded by British liberal values and racism, so it requires greater effort and 
importance to retain their own cultural heritage. In this study, parents argued that it 
appeared as if healthy lifestyle has been designed to facilitate the adoption of the 
white majority identity, as healthy lifestyle policies ignore the values and beliefs of 
their community. Most significantly it does not take into account their life 
experiences and struggles with racism and labour inequalities. Perhaps if the 
discussions were on other aspects of their lives that have not been touched by 
discrimination they would have provided a different identity. 
The need for recognition of African-Caribbean identity was mostly expressed by the 
parents; however, the adolescents described themselves as both British and African-
Caribbean: 
Nayomi: I am of Caribbean descent although I am British, the fact that I am 
of Caribbean descent will not change. 
Moisha: it does not mean that we cannot be both, I am both British and 
Caribbean. 
Ayesha: .... , I am British and Caribbean, so I am different from my parents 
who see themselves as Caribbean, I am both. 
(Family VIII) 
The identification with their parents was generally partial and not absolute. They did 
not identify in an all or none fashion with the values and beliefs of their parents. 
They were found to identify with some and dissociated with others. This was an 
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indication that their socialisation expenences have involved two cultures, their 
parents and that of the indigenous population. The lack of difference between the 
boys and girls differed from Weinreich's (1979) study on ethnicity and adolescent 
identity conflicts; in his study, it emerged that West Indian girls in Bristol differed 
from the boys in that the girls were more likely to have conflicted identifications 
with their parents as well as with general representatives of their own identity. 
Unfortunately, it is not clear what age group Weinreich had interviewed. As 
Weinreich argues, conflicts arise from the discrepancy between societally proclaimed 
values of citizenship and the lack of their day-to-day implementation. In this study, 
such gender difference was not observed. This may suggest that though the girls 
claimed to experience less discrimination than the boys, they were all aware of the 
level of discrimination and racism experienced by the boys and men in their family. 
This may have invoked a stronger identification with the boys and men in their 
family and the recognition that a shared identity is in itself a strength. Both the girls 
and boys appeared to be converging in their experiences in Britain and 'race' 
consciousness appeared to have been awakened in these adolescents. On the other 
hand, it was felt that there was a need for parents to ensure the continued existence of 
the values of being African-Caribbean because for these parents healthy lifestyle 
strategies appeared to be dominated by British values: 
Carlton: .... , I understand, they are young and are different from my 
generation. . .... but I am purely of Caribbean descent and expect them to 
follow that. 
(Family VII) 
Parents felt that being role models for African-Caribbean adolescents may ensure 
their children's identity and future well-being: 
Claudette: black children need role models, this society is predominantly 
white and predominantly middle class and as a black child you will find 
yourself not fitting into either of these roles really and these can create 
difficulties for black children really, otherwise they feel there is nothing good 
for them, that's why they need role models. Having good bla~k role r:zodels 
not only in sports and music, but like doctors, teachers, professlOnals lzke you 
will make black children start thinking that they can also aspire to those 
posztzons. This will help their feel good effect, their mental health and 
improve the purpose of education. 
(Family IV) 
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Isaiah: yeah, I agree it's for everybody, but you see with the white kids 
everywhere they go, they can see the fit, from the teachers, to GPs to shop; 
and all that, so a white kid might dream of becoming a teacher or a GP 
because that's what their people do, but what about black children, what do 
they dream of? 
(Family IX) 
The adolescents also recognised the need for role models in their lives, this was more 
a feature of the boys than the girls: 
DJ: recently I have not been reading about black history, but about famous 
black people, and how they struggled, people like Martin Luther King, 
Harriet Tubman, it's people like that and what they did, but I think we need 
more of that, we need more black role models, because it's gonna get worse 
and we need role models like that. 
Bertha: why do you say that, what is going to get worse and why do we need 
role models. 
DJ: well it's fairly obvious really there are few black teachers and we do not 
need footballers as role models, they do a lot of messes, I don't know why 
they say they are role models, it will get worse. 
(Family II) 
For the adolescents their choice of a role model was important, though most were in 
admiration of men and women from the sports and entertaining field, they felt that 
the negative stereotype that at times is associated with such figures would not invoke 
adequately a positive African-Caribbean identity. Their choice for a role model was 
actually driven by the need for a radical change to their circumstances in Britain, 
somebody they could look-up-to for leadership and vision. This perhaps suggests a 
feature of the future African-Caribbean men and women's ambition to address some 
of the social inequalities that most have experienced. In the meantime a role model 
was an individualls who could positively and directly enthuse an affirmative self-
esteem among the adolescents. Parents argued that an African-Caribbean child 
should be brought-up in the African-Caribbean way and argued that this would 
enhance their self-esteem, which would promote a positive health status; typical 
responses from parents included: 
Claudette: no, no, no, no it's not right though, because a black person should 
bring up their children the black way. 
(Family IV), 
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Seth: oh yes, it is very important to bring up your child as a black child, 
otherwise they will suffer mentally if you do not prepare them how to live in 
this community as a black child. 
(Family V) 
Carlton: you see it is only for us as parents to build confidence in the 
children, you sit them down at home and you teach them, you tell them where 
they are from and where they are, but it's not good for the child not knowing. 
Okay, you are from the Caribbean, you come here, you make your family 
here, not telling them what happened, not telling them any black history, they 
grow up, they think they are equal. Then they hear them, calling them names 
and they react badly but if mama and dad had told them and had prepared 
them with bla bla bla and they expect these things, it sort of helps the child 
knowing that one day they might just face this situation, but if the problem 
comes and they are not knowing and they go out and feel that they are equal 
to this person and all of a sudden this person just turns against them, they 
feel let down and it affects them and this is where most people shoot 
themselves, but if black folks were to sit down and speak to their kids, tell 
them not anything racial, you can tell them racism, tell them the history of 
Africa, let them know exactly what is what, so when there are obstacles in 
their lives, they sort of meet a bridge they know how to overcome it, 
otherwise if they do not know about these things, they don't know the reality, 
they will meet obstacles as we do in our daily lives, they will not know how to 
overcome them and instead they react to it, once they do that they are 
labelled, they leave school and so on, that is why we need to prepare our 
children! 
(Family VIII) 
Parents felt that in order to counteract the strong British identity reflected in healthy 
lifestyle strategies, it was their duty to promote the African-Caribbean identity. They 
recognised that their children were integrated with their white counterparts at the 
level of friendship, leisure and culture; indeed their culture and identity were much 
more mainstream. However, while the parental role in identity construction was 
acceptable to the adolescents I observed how in most instances they would interject 
and reassert their identities as both British and African-Caribbean. The adolescents 
felt that they are more 'bi-cultural': 
Ayesha: .... , I do not like racism and my English friends do not really 
understand how racism affects, well you can 't blame them, because they do 
not experience it. It's like dad said, our way of life, as blacks are at times 
different. 
Bertha:, but should it be different? 
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Ayesha: oh yes, that is why I am British and Caribbean, so it would be 
different and this needs to be seen and considered. 
(Family IX) 
The adolescents have managed to create an identity that appeared to be different 
from their parents; during discussions I observed that though they did not argue or 
totally disagree with their parents, they felt that they have to be acknowledged as 
both British and African-Caribbean. In the above discussion, Ayesha demonstrates 
the partial identification based on her heritage as African-Caribbean that has 
stemmed from her parents and supported by the reference about her father and partial 
identification of being British, based on her own country of origin. Their identity 
was essentially related to the level of integration and life experiences and that these 
are very fluid. It is this dual identification that the parents and the adolescents 
themselves argued that this should be recognised in healthy lifestyle strategies. 
However, most parents though asserting that their identity is of African-Caribbean 
also argued that their identity was slightly different from their own parents and they 
welcomed to some extent the need for an identity based on their country of 
residence: 
Nico: .... , our generation is slightly different, .... , we are mingling with 
another culture more, so we have the benefit of both cultures. We are taking 
a bit of each and what we have tried to do is to choose what we think is 
appropriate, like trying to go on holidays. 
(Family VI) 
Yvonne: .... , there is a need for more integration with communztzes and 
learning from each other's culture, .... , a middle ground we all need to be in, 
that will stabilise each community, you know that middle bit I am talking 
about? 
(Family V) 
The need for an identity that reflects bi-culturalism was also described by some as 
the best strategy to live successfully with different communities, rather than for 
minority communities to adopt the values and beliefs of the majority community and 
as such the preference was for a co-mingling of cultures. Though family members 
agreed to an extent that their identity is formed from their own cultural background 
and British, they argued that healthy lifestyle strategies fail to take into account this 
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dual identity. For them, the society and the healthy lifestyle strategies, unfortunately, 
espouse democratic equality for its entire citizens and seemed to practise institutional 
racism for its minority citizens. This seemed to contribute to the strong feelings to 
ensure the survival and recognition of African-Caribbean identity by the parents. 
Most argued that adopting and acknowledging a different identity will not protect 
them nor their children against discrimination and racism; however, it would result in 
conflict, pressure and low self-esteem. It appeared that on a daily basis, families 
experienced discontinuities in their roles demanded at home and community and this 
needs to be recognised in healthy lifestyle strategies as otherwise the failure is 
leading to pressure on their children: 
Isaiah: .... , I mean the society treats you a certain way, your family expects 
different, you want to maintain a certain image, it's different, it's completely 
different now, .... , your family expects more, they expect you to be responsible 
and so on and you may have certain ideas of how you want to maintain 
yourself, but the society expects this macho image [for the young men] and 
this can cause too much pressure. 
(Family IX) 
Once again a strong and positive African-Caribbean identity existed amongst all 
family members, including the adolescents who described themselves as of 
Caribbean and British identity. In a way it could be argued that because healthy 
lifestyle strategies appear not to have taken their values into consideration, it may 
have actually provoked the strong feelings of asserting this identity. For most this 
was an important point of defiance and resistance that was shaped by the external 
forces they experienced on a daily basis. For instance, if they are to practise healthy 
lifestyle in totality, then it has to reflect their values, beliefs and life experiences 
rather than conform to the expectations of policy makers. Their identity was 
therefore not only based on country of origin, nor by being traditional such as in the 
preference for a traditional diet, but was an important element of asserting their 
rights in this climate of equality for all. 
This identity was a source of pride and personal empowerment in the interpersonal 
sphere and it played a certain degree in families' accounts of their non-participation 
in healthy lifestyle. However, the identity seemed to be centred around the private 
and personal spheres of family and social networks, rather than in the more public 
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spheres of the local community, work or politics; in essence it did not seem to unite 
the African-Caribbean community beyond particular face-to-face networks. 
Collectively their identity was not described as a political force capable of furthering 
their interest. Families felt very strongly about the lack of African-Caribbean unity 
in the local community. This, they argued, placed the African-Caribbean people at a 
distinct disadvantage, furthering their social exclusion through limiting their access 
to various healthy lifestyle strategies. This was previously evidenced when the 
families in defining healthy lifestyle identified the need for strategies to enable unity 
within the community. 
The need for African-Caribbean unity was expressed by all family members 
including the Christians. This finding is contrary to Pryce's (1986) earlier work in 
Bristol, which found that though the church-goers appeared to be indignant and had a 
growing sense of dissatisfaction with their position, they still remained outwardly 
quiescent and isolated themselves in their little sub-communities. The difference as 
observed in this study suggests that the inequalities and discrimination that has led to 
the disadvantaged position, most occupied, irrespective of their spiritual belief is in 
essence enabling the present African-Caribbean generation to express and seek for 
unity based on the inequality that they all experience; indeed for some Christians this 
was expressed as part of their duty. Therefore being made to feel as outsiders in the 
wider community and conscious that they as well as other African-Caribbeans lack 
the organisational forces necessary to fight discrimination effectively, is acting as an 
impetus for the expressed need for unity. In general it appeared that racism is 
breaking down the antagonism between the African-Caribbeans from the different 
regions of the Caribbean with the resultant effect of bringing them together. Though 
unity alone may not be successful in transforming their situation in Britain, the dual 
identity the adolescents exhibited as both African-Caribbean and British, will 
determine the reaction of future African-Caribbeans in Britain and may lead to 
questioning the role of the state in subordinating them and the need for solidarity, not 
only among themselves but with other minority groups based on the common 
material interests that they share in their struggle against racism and discrimination. 
It is not clear what the effects will be when they start moving towards this unity as an 
attempt to address the inequalities they experience. 
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Sexual behaviour 
All ten families described the relevance of healthy sexual behaviour to health status. 
Interestingly, when the discussion centred on the nature of communication between 
parents and children, nearly half the households did not seem to have direct 
discussions with their children. It was mainly mothers who led in discussing healthy 
sexual behaviour with their children, with the exception of Family V, where it was 
the father who educated the children on healthy sexual behaviour. The focus of 
discussion between parents and children was on expectations and values of families, 
implications of early sexual behaviour, family life and the influence of spirituality. 
Similar to their definition of health and healthy lifestyle whereby sexual abstinence 
outside marriage or an established relationship was described as healthy, the parents 
did not expect their children to have sex before marriage. All parents promoted 
abstinence during adolescence as a delay in sexual activity and it was seen as a 
positive and desirable outcome, since the likelihood of responsible sexual behaviour 
increases with age (Howard and Mitchell 1993; Silva 2002). Some parents in this 
study, while encouraging abstinence, were still aware of the societal pressures 
present during adolescence and discussed with their children strategies for healthy 
sexual behaviour: 
CiCi: .... , I am not naive to think that they may not want to try it but as 
Christians, we do not encourage sex before marriage, but it may not be easy 
and if for some reasons they have to have sex before marriage, then they have 
to be aware of the preventative factors. But it is also about being ambitious 
so that one enjoys a healthy life and they are in control of things like that; I 
don't think we are naive in thinking that they won 't want to try it. 
(Family VI) 
The adolescents were knowledgeable and described the benefits of healthy sexual 
behaviour. The school sex education, though limited, was also described as 
beneficial. For the adolescents, healthy sexual behaviour implied the use of family 
planning devices and the prevention of sexually transmitted illnesses rather than 
abstinence until marriage or an established relationship. There was a noted 
difference between them and their parents, with parents seeIng their role as 
communicating the dire consequences of sexual activity to balance the glamorisation 
of sexual activity in the media. 
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In discussions participants expressed concern about the relatively high percentage of 
lone parents and cohabiting partners, this concern has also been recorded in Allen 
(1994) and Owen (2001). Half of the families involved in this study are headed by 
lone parents. Families suggested that reasons for this phenomenon are complex and 
once again the relationship with the history of transatlantic enslavement was cited: 
Zainab: I don't know what it is with black men right, some people have said 
it goes back to slavery don't it, when they were not allowed to father their 
children and it's the white men who would sleep with their women, have 
children and take them away separate them from the mothers, or they would 
let the black men father the children and separate them, therefore there was 
no opportunity to take responsibility and that has psychologically persisted. 
(Family II) 
Most of the participants, more so, the women instead of explaining the increase in 
the lone parent families as part of the responsibility of individuals, actually gave 
explanations about this change in family typology. For most this was linked to their 
history of transatlantic enslavement, racism and discrimination experienced on a 
daily basis by the African-Caribbean men, with the resultant effect of an inability for 
the men to support their families. 
While most parents in this study, to an extent, discussed with their children the 
subject of sexual behaviour, all stated that they were not provided with sex education 
either from their own parents or at school. However, they appeared to be well 
informed and were prepared to talk to their children unlike their own parents. This 
shift in culture may have been contributed by their experiences whereby most 
expressed how they were ill-equipped to deal with issues of sexual behaviour as their 
parents did not discuss the subject with them. Most acquired the knowledge through 
experience. It will be interesting to explore in future the influence of this change of 
communication on sexual behaviour of the adolescents who have had some degree of 
sex education at school and input from their own parents. A number of parents 
confirmed that they did not want to make the same mistakes their parents did and 
were therefore open with their children: 
Diane: well, I am open to my children I talk to them about all sorts, including 
sex education, boyfriends, sexual behaviour in a wider sense and I hope if 
they have any questions, I will be able to answer, if I can I v,'ill. If I can't then 
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I can't, but I will try to find some solution for them, I do that anyway. So I 
treat sex as I treat anything else, I feel it should be the parents who should 
tell their children what they need to know, they should not leave it to 
somebody else, what they need to know the parents need to tell them. My 
parents did not tell me and because of that I decided to do it with my 
children. 
(Family I) 
Khandi: I think that there are a lot of issues with regard to sexual education; 
I think growing up as a child I remember my mum talking about it but in very 
vague terms and that was the only sex education I heard. 
(Family VII) 
As previously noted, the mothers were more likely to communicate healthy sexual 
behaviour to their children, perhaps not surprising because numerous studies across 
cultures point to the mother as the key player via closeness, communication and 
monitoring in the process of sexual socialisation of their children especially their 
daughters (Dittus and Jacard 2000; Resnick et al. 1997; Whitaker and Miller 2000). 
Over recent decades, research has identified factors such as close parental 
relationships, parental monitoring and supervisions and parent-child communication 
about sex as prevention against adolescent sexual risk-taking and pregnancy; 
however, there is still a lack of in-depth research on sexual socialisation with 
African-Caribbean families. Future research should perhaps focus not only on the 
content, but the cultural context within which communication on sexual behaviour 
occurs. Although in this study, parental participation was visible, the communication 
appeared to be mostly associated with abstinent behaviour. Even though abstinence 
was a valued strategy for most of these families, the effectiveness of such 
interventions in promoting abstinence is yet to be settled. Unfortunately, studies on 
the promotion of abstinence have revealed that they can actually be harmful. 
Christopher and Roosa's (1991) study evaluated an abstinence education programme 
targeted at a group of low-income minority youths in Arizona, USA, with a mean age 
of 13 years. It was designed to reduce premarital sexual activity by promoting 
premarital sexual abstinence through information about reproduction and the 
implications and risks of sexual behaviour and the development of decision-making 
skills. The programme had a high rate of attrition with more than one third of the 
participants in the intervention group and almost a quarter of the control leaving. 
None of the desired changes in attitudes or behaviour occurred in the sample as a 
whole or in the subgroup that were virgins before the intervention. More young men 
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In the intervention group than in the control group claimed to have initiated 
intercourse by the end of the programme. To date, few studies have reported success 
in involving parents in sex education programmes. 
Spirituality 
The families who described themselves as Christians and had identified spirituality in 
their concept of health and healthy lifestyle, described how the healthy lifestyle 
strategies was an outcome of their Christian beliefs. They cited the similarities 
between the teachings of the Bible and the healthy lifestyle strategies, such as, the 
advice on consumption of alcohol; cigarette smoking; drugs; sexual health; mental 
health; meditation as a form of relaxation; child rearing and family life. The 
influence of spirituality as a social order prerequisite was described as important and 
it was the basis for practising the above strategies; however, they felt healthy 
lifestyle strategies appear to have ignored this aspect: 
Carlton: that is something that is completely ignored, which is wrong it is not 
right. The spiritual part of a human being is very important, you might do all 
those things dieting, exercise and the lot but if you are not at peace with God 
you do not have spiritual growth, it's useless, you understand? 
(Family VIII) 
Christianity was important and was described as a way of life, with healthy lifestyle 
one of its subsidiary aspects, once again the adolescents did not agree with their 
parents and would challenge their parents as highlighted by Tyrone and Jamal below: 
Nico: absolutely, absolutely, I see it as very central in binding the whole 
healthy behaviours together. 
Bertha: I see. 
CiCi: in diet, well it does teach us to eat and work at the same time; there is 
something about 'ital' food. 
Tyrone: but it does not say about what is healthy or not healthy. 
Jamal: well some of these foods were not there when the Bible was written. 
Nico: like what? 
Jamal: pizzas and the rest. 
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CiCi: well I suppose you are right Jamal, but all the things that make up a 
pizza have been around. The Bible talks about not being greedy, it talks 
about vegetables, I mean do not mistake us, we are not perfect, but our faith 
does guide us to live a healthy life, if you consider things like loving your 
neighbours, blessing your enemy, living in faith, those are all to do with a 
healthy mental health. 
(Family VI) 
Indeed, religious beliefs and practices seemed to be woven into the family's way of 
life and such beliefs united and gave them a purpose for life. They drew their faith 
as a source of strength and as a rationale for indirectly engaging in some aspects of 
healthy lifestyle strategies as confirmed in the extract from Khandi: 
Bertha: considering what you have said, do you think healthy lifestyle is 
important? 
Khandi: of course it is, more so for me since I became a Christian, I see the 
healthy lifestyle as part of my life in Christ, .... , oh yeah, everything that the 
Bible tells us to do will lead to a more fulfilling life and a better future. It 
talks a lot about the psychological things also which are important like love, 
not to hate and things like that and these things do help your well-being. In 
this country it is easy as a black person to feel bitter, be full of hate and so 
on, you know, with the discrimination and all that, but I honestly get my 
strength from the Bible, which helps me to overcome these down-turns and at 
the same time it helps my well-being. 
(Family VII) 
While spirituality remained central, families preferred to attend an all-black church. 
They claimed that this gave them a sense of companionship and a sense of belonging 
as argued in CiCi's response: 
Bertha: .... , you mentioned at some point that you attend an all-black church, 
why is that, why choose to attend an all-black church? 
CiCi: .... , it's not anything negative about majority white churches, but it's 
nice to be yourself. I feel that I am more myself in an all-black church than I 
would be in a majority white church. 
(Family VI) 
This is further evidenced in Hosea's response: 
Hosea: yeah it's the feeling of at home [Caribbean], the worship style is 'what 
we were used to at home you feel more at home so it's sort of the 
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psychological part really that is important rather than being against a white 
congregation church, because you will not get those things there really. 
(Family X) 
Their spirituality and the style of worship were important for these families and 
directly promoted their health status. The feeling of being at home in the black 
churches suggests the need for some form of security within an environment that 
constantly burdens them with discrimination. 
Interestingly, some participants when discussing the issue of single mothers within 
their community, partly attributed spirituality in explaining this feature: 
Claudette: well it is not as if we want to be single families or we have low 
morals than others, you see most black people come from a very religious 
background and you are taught that life belongs to God, therefore for black 
women when they become pregnant they will have no option but to keep the 
pregnancy rather than go and kill it because that's the way we see it. Being 
brought up in a Christian background or belief in God, you do not kill that 
child because you do not know what that child will become, you may just kill 
the future prime minister, or you don't know, an astronaut or the rest, you 
don't really know. 
(Family V) 
This suggests that to an extent it is their spiritual beliefs rather than the incidence of 
pregnancy that partly contributes to some African-Caribbeans as being lone parents. 
In general, spirituality and the church were important elements; spirituality 
reinforced their values of sharing, caring and hard work. The all-black church was 
seen as an extension of the family, which functioned like a family. Different families 
were brought together by church activities and in communication used terms such as 
sister and brother, again reinforcing the social and psychological value of families. 
Families felt that their spiritual beliefs recognised and preserved their identities and 
integrity. 
However, though the adults acknowledged the value of spirituality in their lives, it 
became apparent that they differed from the adolescents: 
Tyrone: well sometimes I don't like the church, it's boring. 
Nico: be honest son I mean, say what you think? 
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Tyr~ne: I don't really like it, the preaching it goes on for ages and ages, the 
mUSlC goes on and on, the singing is just on and on. 
(Family VI) 
For these reasons, some families felt it necessary not to use their spiritual beliefs 
when instructing their children, on issues such as sexual behaviour alcohol , , 
cigarettes and drugs. They argued this would reduce the chances of being 
inconsistent, if adolescents make decisions that appear contrary to religious beliefs. 
Though adolescents confirmed their religious beliefs that in all instances reflected 
those of their parents, most of them did not share their level of conviction or style of 
worship, which some regarded as boring. 
For most families, their spiritual beliefs were important, it enhanced their well-being 
and was described as a core element of their daily life than practising a healthy 
lifestyle. This finding suggests that for a healthy lifestyle to be accepted by some of 
these families, it requires the language of their spiritual beliefs. Spirituality itself 
was described as part of being healthy and there was an acknowledgement that 
healthy lifestyle needs to be connected with their belief system. In its present format, 
healthy lifestyle strategies appear to overlook and under-utilise the religious 
community. Family members described the personal comfort and support from 
prayer. For most, these activities were identified as crucial in times of crisis, 
providing them with the strength to go on in what seemed an otherwise hostile world. 
Clearly for a group of people who systematically experience marginalisation and 
discrimination, the belief in the possibility of a better life is vitally important. 
Families often commented on the wasted possibilities of the church as a forum for 
unifying African-Caribbean people, when speaking of the strong role it had played in 
creating a sense of community amongst older people when they had first arrived in 
England in the 60s and 70s. Most regretted that today the church had little relevance 
for many younger African-Caribbean people. However the need for the healthy 
lifestyle to reflect their spiritual belief reflects again the importance of identity and 
the need to incorporate individuals' beliefs and values. 
Conclusion 
This chapter has described participants' accounts of healthy lifestyle in a private 
setting which were identified as their attitudes and experiences of cigarette smoking, 
179 
alcohol, drugs, healthy diet, exerCIse, the role of functional family and social 
networks, the importance of self-identity on health status, attitudes towards healthy 
sexual behaviour and the role of spirituality in healthy lifestyle. Experiences of their 
personal accounts were related to their definitions of health and healthy lifestyle. 
Though attitudes towards physical exercise were found to be similar between the 
women and men, the women appeared to be more conscious of their weight and 
identified the need for exercise to maintain a healthy body weight than the men. 
Females are generally proactive in believing in preventative health behaviour, health 
beliefs and utilisation than the men; this difference was not observed in this study. 
This could be possibly explained by the low socio-economic status, racism and 
discrimination and the additional responsibilities most of the women had as single 
mothers, which has constrained their abilities to practice preventative health 
behaviours and positively influenced their health beliefs. 
In general, family members had considerable and largely accurate knowledge of how 
particular strategies affected their health status. Though the personal accounts were 
strategies that could be adopted or practised within an individual's home or personal 
life, it was found that certain influences including the socio-economic disadvantages 
and the processes of racism and discrimination leading to social exclusion played a 
pivotal role in limiting the choices of African-Caribbean adolescents and families to 
practise a healthy lifestyle. Beliefs, values, African-Caribbean history and life 
experiences also influenced the individual's choice to practice a healthy lifestyle. 
The following chapter will be families' account of healthy lifestyle in a public 
setting. 
180 
CHAPTER SEVEN 
FAMILIES' ACCOUNTS OF HEALTHY LIFESTYLE IN A 
PUBLIC SETTING 
Family members identified a number of public settings that were fundamental in 
influencing their choices of healthy lifestyle. These included schools, employment, 
neighbourhood, media and technology. They identified and described a number of 
key factors and their correlation with the healthy lifestyle. Once again the findings 
within this particular location demonstrated that the experiences of healthy lifestyle 
within and between family members were similar with the exception of the 
generational and gender disparities. The differences that emerged in the private 
setting, which were attributed to differences in spiritual beliefs did not feature as 
such within this location. In all settings families narrated how poor educational 
outcomes and labour inequalities as a result of racism and discrimination are limiting 
their choices of a healthy lifestyle. 
School: Its role in influencing the practice of a healthy lifestyle 
The notion of the health promoting school (DoH 1999), is now on the increase and 
the use of the school setting to address the health issues of young people is to be 
welcomed. In this study, families were invited to discuss their views on the school as 
a health-enhancing environment for their children. In essence, they were required to 
describe how schools influenced healthy lifestyle choices for the adolescents. The 
literature search established that black and minority ethnic families value education 
as they believe that a good education will equip their children with the means to 
achieve financial security. Families in this study went further to articulate and argue 
for a good education as a prerequisite for healthy lifestyle. In general, parents and 
adolescents described the value of and need for an appropriate education, which is 
seen as an integral asset that could significantly contribute to adolescent achievement 
of a healthy lifestyle: 
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Hosea: oh yes, that will be their licence to better jobs, better lifestyle and 
healthy lifestyle, that is why we expect the best from them and we encourage 
them with school. 
(Family X) 
Despite the value placed on education, families complained that the education system 
did not meet the needs of their children. Parents and adolescents claimed that the 
education system marginalised and provided stereotypic information about African-
Caribbean experiences. It was this failure in education, in particular, with the 
African-Caribbean boys that dominated the discussion with all ten families; clearly 
families were concerned, frustrated and looked for answers. In their discussions, 
they identified the factors within the education system, which were perceived to limit 
choices in adopting a healthy lifestyle. 
Figure 2: Education and its contribution towards a healthy lifestyle 
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School diet was generally recognised as being unhealthy by both parents and most 
adolescents. All the adolescents at school had school dinners and they complained 
that the school menu was limited and frequently consisted of chips, burgers and other 
'fast' foods. The selection on salads and fruits was very limited and to the 
adolescents it appeared less appetising. Although they all expressed the view that it 
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was unhealthy, they liked and enjoyed some of the 'fast' foods that are a feature of 
school dinners. This dichotomy was interesting and it was generally stated as school 
dinners are unhealthy, but they taste nice. At one level this demonstrates that 
messages about healthy diet are filtering to the adolescents and on the second level it 
highlights the need for healthy diet to be made more appealing for adolescents. More 
significantly it raises the question of whether adolescents are capable of making 
correct decisions when choosing a healthy diet. Schools have been known to offer a 
selection of food to adolescents who are expected to make their own selections and 
the findings highlight the need to address how adolescents make dietary choices. 
In addition parents felt that the schools also have a responsibility to cater for what 
they considered as a healthy diet and also include the traditional African-Caribbean 
diet as part of the school healthy diet. They felt that the schools are now offering a 
variety of traditional dishes such as Chinese, Italian and Asian meals, but very little 
has been done to include the traditional African-Caribbean diet. This they argued 
was another indicator of marginalisation and devaluing of the African-Caribbean diet 
and perhaps partly explains why the adolescents preferred a much more conventional 
diet than the traditional African-Caribbean diet. 
Adolescents also complained of cigarette smoking in schools while recognising the 
schools attempt to ban cigarette smoking, but, covert smoking took place in the 
toilets, school grounds and school gates. This exposed the adolescents who did not 
smoke to passive smoking. Friendship networks appeared to supersede the risks 
associated with passive smoking as the adolescents were reluctant to dissociate 
themselves from friends who smoked. This finding suggests the need for more 
stringent strategies to ensure a total ban on cigarette smoking in schools, together 
with close monitoring of school compounds and toilets. In addition a peer approach 
(Ochieng 2001; 2003b) in reducing smoking in schools would be beneficial as this 
should include using adolescents' peer friendship groups to educate each other on 
reducing the numbers who smoked. 
Sexual education taught at schools with the overall aim of informing adolescents to 
practise a healthy sexual behaviour was viewed as inadequate by all adolescents 
involved in this study. Adolescents complained about the structure of the lessons, in 
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particular boys and girls being taught together in the same room. Most stated that it 
would help if the sexes were split as this would assist them to ask questions without 
being shy of the opposite sex. At this stage most adolescents due to the honnonal 
changes will be experiencing rapid changes in their own body images and for this to 
be discussed in the same room with the opposite sex was distressing to some 
adolescents. They felt that this strategy was disempowering and stopped most of 
them asking questions that would have led to a greater understanding. It remains to 
be seen how this may have differed in a group of adolescents who went to a single 
sex class or school. The adolescents also complained that sex education was only 
taught in year 7 or 8 with no further review in later years. This at times was 
considered as too late by some adolescents because they would have already 
acquired messages of sexual behaviour from other sources such as friends, the media 
and technology that would have already influenced their values and beliefs, or too 
early such that to appreciate the value of this knowledge to future behaviour was 
difficult to comprehend. The content of sex education was considered by all 
adolescents to be too superficial as it centred on the act of sex rather than equipping 
adolescents to take responsibility. This finding also emerged in Jewell et al. 's (2000) 
study which explored teenagers' attitude to sexual health. Though the teenagers 
ethnicity is not mentioned, all expressed dissatisfaction with the sex education 
delivered by the schools. 
Schools in Britain are the only institutions in regular contact with a sizeable 
proportion of the adolescent population as virtually all adolescents attend before they 
initiate sexual behaviour. For these reasons, appropriate sex education should benefit 
a wide range of adolescents. There is therefore a need to develop comprehensive 
approaches to school sexual health promotion that should address the needs of the 
different age groups and gender. 
Racism at school was an issue that all family members complained about, though all 
recognised schools' attempt to address this issue, stating that these strategies were 
not adequate, particularly for the African-Caribbean boys. Parents and adolescents 
gave numerous examples of how they felt the boys were discriminated against, as 
evidenced by the notable failures of African-Caribbean boys in secondary schools. 
However, when families were interrogated and invited to consider other factors, 
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which may contribute to African-Caribbean boys' failure in school one of them 
responded by stating that: 
Diane: .... , this is supposedly to be the best education in the world, the best 
system in the world, so they keep on telling us; so if it is the best any child 
who goes to school should get the best and succeed, why not our black kids, 
boys, nobody looks at these things. 
(Family I) 
Within all families there was a significant debate on black boys' failure at school; 
parents pointed out how at pre-school age and reception year the achievements of 
their children was good and they never had trouble at school. However, by the time 
most of their sons went to secondary school the boys were excluded from schools, 
got into all sorts of trouble and did not perform as well as they would have expected. 
The problems they felt largely were within the schools rather than at home and in 
some instances the parents were at a loss in trying to explain what would have caused 
such a shift: 
Zainab: .... , When he [her son] went to nursery it was all right though there 
were only two black children in class and he really had it rough; the boys 
were teasing him, asking him why he is sitting there with them. I don't think 
those children had seen or mixed with black children before and they kept 
staring at him, but well he didn't care, he was like really assertive and stood 
for himself. I didn't want to leave him in school, but he was like saying 'mum 
go home'. Going home, I didn't really want to leave him, I still remember 
you know, I felt like crying and all that. He was like that the whole time in 
school, he was very assertive, did extremely well, very assertive in top class 
all the time, very intelligent, but when he got about fourteen they started 
making comments about him, saying that he is naughty, moving him to a 
lower set and before he was ready to do his mock they were ready to expel 
him. I was so annoyed, so upset and I had to take him out of that school 
because they were going to expel him. It was incredible, I just couldn't 
believe it, but, of course, because he changed schools at such a time, he never 
stood a chance with his GCSEs. 
(Family II) 
Khandi: .... , With my elder son who was very bright, he missed out a lot, I do 
not think the teachers treated him well and really I should have taken him out 
of the school, but I never did and he really lost out. I mean when he was ill 
primary he was the best and his head teacher from primary yi'as really 
shocked to hear the problems he was having in secondary school. I real~v 
should have taken him out of that school but I didn't. He is in college now 
and I hope he will do better there,· it was too late. 
(Family VII) 
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The low educational achievement of African-Caribbean boys in schools articulated 
by participants is well documented (Allen 1994; Bourne et al. 1994; Gennan 2002). 
In Allen's work there was general agreement that the relationship between African-
Caribbean male pupils and white teachers is full of conflict, with stereotypes and 
myths infonning many teachers attitude towards the African-Caribbean boys. Black 
boys, in particular of African-Caribbean origin, are among the least successful ethnic 
groups, four times more likely to be excluded from secondary school and 
considerably less likely to get five or more GCSEs. Allen (1994) goes further to 
state that the influence of stereotyping and the breakdown in relationships with 
teachers were so strong among the African-Caribbeans that this behaviour criterion 
outweighed the cognitive criteria in assessing the African-Caribbean children. The 
resultant effect is low ability bands including examinations below their academic 
ability. 
Parents complained about the attitudes of teachers towards their children. They 
stated that teachers would nonnally discriminate against black children and for some, 
the need to know and police teachers' attitudes was very real. All advocated parental 
involvement in all aspects of their children's education, though in most cases this 
was not the reality: 
Joshua: but the other reason is that black parents do not appear to show any 
interest in their child's education, they do not talk to their child and ask them 
how school was. I know that it's not easy, because we are very busy and I 
know those things have to be considered; you know the children's education 
is important. You see, if you come from work and are tired, the last thing you 
would do is to start finding out about your child's education; it doesn't mean 
that you don't care and it's just, the circumstances are different. I would like 
to do that but I work an average of sixty hours a week and my wife does 
around fifty. 
Bertha: I see 
Joshua: My opinion is that if the parents do not show interest then the 
teachers don't, its vice versa. Really you cannot afford to send your children 
and not follow their progress. Most English parents can get away with it 
because most teachers are English anyway, but not with our black children 
and black parents, it goes without saying. It is tough for us and even tougher 
for our children, ..... 
(Family IV) 
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From their discussions families were able to identify that the problem of the poor 
education outcomes was as a result of multiple factors some of which they could 
address and others were beyond their own control. However, they were not passive 
and appeared to respond to the failure in a number of different ways; for instance, 
they felt that to some degree they were much more involved in their children's 
education than their own parents. They argued that their parents' generation who in 
all cases belonged to the first migrant popUlation, was not able to appreciate how 
racism worked within the education system and against their children and racism was 
also much more tolerated during that period: 
Khandi: oh yes that's right, I mean life is different. When I was at school, my 
parents placed all their trust on the teachers and even on parents evening 
they would send my brother rather than them attending; it was that trust 
which really did let us down, ..... 
Bertha: what do you mean by saying that they trusted the teachers? 
Khandi: well they trusted them such that they did not see the need to attend 
parents' evening to be updated on my progress, but unfortunately, it was a 
mistake because the teachers, a number of them, were racists, that's right, 
that's right. 
(Family VII) 
These parents appeared to have benefited from their past experiences and though the 
majority were in low income jobs, they were ambitious and determined that their 
children should have a better future than theirs. Parents need to know their children's 
education proved to be a powerful and valuable requirement in meeting their 
children's needs at school. However, some parents as identified in the above 
discussion with Joshua, struggle to meet this need. In this study, the parents worked 
long hours that made it difficult to visit and monitor their children's school progress 
as much as they would like, while at the same time they found it difficult to trust the 
school and teachers. Joshua suggests that it is not that they are different from white 
parents with a similar socio-economic status; the difference was in the delivery of a 
curriculum bias to African-Caribbean history, teachers' attitude towards their 
children and the experiences of racism and discrimination. In general, the school 
system and the general unawareness about the community of children from the 
African-Caribbean group were the factors that seemed to promote conflict and 
misunderstanding between teachers, students and parents. 
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In discussions with families, there were numerous comments about the differences 
between the educational achievement of African-Caribbean boys and girls. To a 
large extent families argued that because African-Caribbean girls did better in school 
than the boys, the girls have a higher probability of getting better jobs and salaries, 
which in tum increase their choices of leading a healthy lifestyle than the boys: 
CiCi: you would be silly really to ignore these things, the girls seem to be 
progressing well, but certainly not the boys, they in general do not seem to be 
progressing as well as the girls, that in itself is an issue of healthy lifestyle 
and I wonder how we can help our boys to prepare them for a better lifestyle? 
(Family VI) 
The school curriculum was also cited as being inadequate and the adolescents and the 
parents argued that the curriculum was based on a white society model and in most 
instances failed to provide connections with their experiences. They argued this lack 
of connection made it difficult for some of their children to appreciate the value of 
education; this was evidenced in the observation that all the adolescents attended 
some form of supplementary after school clubs for minority ethnic children within 
the region. Parents identified the need for a school curriculum that was inclusive of 
African-Caribbean history and experiences, which they argued, would enhance their 
children's educational achievement and provide a concrete background for a healthy 
lifestyle. This is seen in the discussion in Joshua and Mandy's household: 
Mandy: I think it will be important to teach them about the history for them 
to be aware of different cultures, different religions and so on, so that kids do 
not start thinking that one is more important than the other, because if they 
do not tell them about these things, they start becoming ashamed of their 
history and then it is left to us, parents who have to tell them; I bet white 
families don't have to do anything like that for their children, they get them 
all from school and they can concentrate on teaching them reading and 
writing and so on. 
Joshua: because there is no connection let me put it this way, black history 
will help them to have some connection or relevance between the school, 
their history and their life. 
Mandy: it will also help them to feel proud of themselves and feel good about 
their past instead of being ashamed of it. 
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Dave: that feeling good will make them enjoy school, it gives them self-
esteem and feel good about school really. They will do well and have a better 
healthy lifestyle. 
(Family IV) 
Further evidence was reflected in Isaiah's household, where it was stated that: 
Isaiah: black history will help them make some connection with their past 
and help them in the future and understand it better,' it's not just the history 
but it will give them some sense of role model because they can learn about 
famous and black remarkable people, you know a sense of pride, it's like 
watching athletics, you feel a sense of pride when you see people from your 
heritage same skin colour winning and doing very well; it's that kind of thing 
that will help their well-being and give them a good feel effect which I think is 
important. I know how I felt when I attended some adult classes at the 
university and was taught black history; it made me have connections and see 
how education fitted in my life, ..... I am not saying that it should be done 
everywhere, but, where there is a high population of black children, then it 
should form a part of it. 
(Family IX) 
There were strong arguments about the connections between a people's history and 
its influence on individual self-esteem on which most of these families appeared to 
value their history. Families identified a need for a multicultural curriculum that 
tries to foster understanding and appreciation of ethnic diversity, to promote positive 
inter-ethnic interactions and to combat racism and discrimination. In practice 
schools differ strongly in how they carry out such multicultural curricula. However, 
where schools had African-Caribbean teachers, adolescents stated that the African-
Caribbean teachers would teach extra sessions after school hours to cover African-
Caribbean history. While this was welcomed by all parents, these 'extra' sessions 
were not part of the mainstream curriculum, an indication of the marginalisation of 
African-Caribbean history. There was evidence that parents were supplementing 
their children's education in areas where they felt the curriculum was inadequate 
especially on black history: 
Joy: because I know and understand why black people are all over the world, 
you know, the issue about slavery and how my grandparents left Jamaica and 
what is happening in Africa, my granddad told me and he gave me some 
books to read. 
(Family I) 
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Most participants believed that the presence of black teachers would enhance their 
children's education; a school curriculum, which to a degree would embrace their 
history and value their experiences and would to some extent enable their children to 
value school. The current poor ratio between the students and the teachers from 
minority ethnic backgrounds was perceived to also contribute to the lack of 
achievement among the African-Caribbean adolescents in secondary school, for 
example: 
Claudette: .... , 1 mean it may help if they had more black teachers so that kids 
know that they can be understood and aspire to become teachers. As it is, 
one may think that teaching is only for the white population and that is not 
right really, you know what 1 am saying? 
(Family V) 
Parents and adolescents argued that having teachers from African-Caribbean 
backgrounds would not only provide role models for their children, but also would 
give an indication of the value and contribution made by African-Caribbeans to the 
schools. This would help in partnership working as opposed to the current situation 
where the contribution made to mainstream schools by African-Caribbeans is still 
marginalised. Having more black teachers was also seen as indirectly reinforcing the 
adolescents' own sense of identity within the school environment. In most schools 
within the region it was felt that African-Caribbean contribution was limited within 
the ranks of being support staff, including caretakers and cleaners. The need for 
black children to know of black achievers and role models was also found in Banks 
(2002) and Cork (2001). However, none of the families welcomed an all African-
Caribbean school and most expressed the feeling that this strategy would increase 
marginalisation and discrimination against their children at school: 
Cynthia: 1 mean if you remain exclusive, you can also be targeted, like 1 
would not go for an all black school for my children unless it is run by 
teachers 1 can trust and rely on; otherwise 1 know my children would not be 
taught properly, the school will be under-funded, discriminated against and 
all that. No, 1 think in a sense the mixing helps us from that respect, .... , 
where there are white kids, then my children stand a better chance for a good 
education because the white teachers will teach their children properly and 
my kids will also be there; it's like 'the rain will fall on everybody'. 
(Family V) 
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Although there are now such debates about this issue in the black community and in 
the Commission for Racial Equality (CRE), families in this study felt that an all 
African-Caribbean school would still rely on the white system to survive. They felt 
that this reliance would contribute to a failure of an all African-Caribbean school in 
England. Like other projects targeted for minority and ethnic communities, they felt 
that the school would be marginalised suffering cuts and their children would 
become easy targets. They stated that the only way such a school would succeed 
would be by being supported by the African-Caribbean's themselves rather than the 
local education authority. They gave examples of some faith schools that have failed 
because the majority who attended were from a minority group. In general the media 
debates on the education of black boys appear to have been assimilated and most 
were knowledgeable of the factors that were to be considered in addressing this 
Issue. 
Another area of concern for all parents and adolescents was in relation to the 
discipline strategy advocated by the local education authority. The parents 
complained that the educational establishments' reliance on expulsion and exclusion 
was applied discriminatingly against the black boys. Parents recognised and 
acknowledged that discipline was not entirely in the control of teachers. They felt 
that the teachers were following the regulations as advocated by the local authorities, 
but unfortunately its implementation by teachers discriminated against black boys: 
Joy: well say that a black child argues with the teacher, they will try and get 
them suspended but if it is a white child they will just be removed from class, 
and it happens so many times, but nobody ever really asks us as children, the 
black boy will be suspended, but nobody will involve us and hear our side of 
the story. 
(Family I) 
Joy and other adolescents gave numerous accounts of such examples where they 
would nonnally speak with a lot of feeling against such discrimination. Most felt 
that their parents were not doing enough and at times did not fully take into 
consideration their views. When the parents were asked how they assisted their 
children to cope with racism in school, most of them stated that they do not expect 
their children to challenge teachers, as this would most certainly lead to expUlsion: 
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Diane: that's a very dangerous ground is that, because we are instilling you 
see it's a subtle situation is that, because if we open their eyes before they get 
there, then automatically when they are doing well or whatever and thev 
learn the system and start to defend themselves, then they will label the~, 
they are going to be in trouble anyway whichever way you put it. It just 
happens, you watch those kids whose parents have opened their eyes, they 
are always in trouble because it's like you can answer back, you know what 
to say to me, you know' [imitating the thoughts of a teacher], the children 
whose parents have opened their eyes tend to be in a lot of trouble, you've 
got to be careful, .... , they get expelled a lot. 
(Family I) 
On the other hand parents felt that the suspension and exclusion should be applied 
fairly and should not discriminate against black children. A number of writers, 
including Bourne et al. (1994) have argued that exclusion is seldom the measure of a 
child's incapacity to learn. It is an indication instead of the teacher's refusal to be 
challenged within an educational system that puts a premium not on the educability 
of the child, but on the price of its education; the challenge to the teacher is the 
financial cost of keeping the child in school, not the human cost of keeping them out. 
Unfortunately, according to the parents, the exclusion and suspension from school 
leads to exclusion from healthy lifestyle; this was summed up by Lola a single 
mother of a 16 and an 11 year old as: 
Lola: oh yes, there is no doubt about that, because once they are dropped out 
of school that's the time they start getting into drugs, gangs, smoking weed 
and so on. 
(Family III) 
Most parents in this study, argued that the number of black children excluded each 
month from schools within their neighbourhood is wildly out of proportion to their 
numbers on the school register. They gave me numerous examples of so and so 
son's. Following on from Diane's arguments above, a disproportionate number of 
African-Caribbean adolescents excluded from school, are being exposed to unhealthy 
behaviour such as crime, cigarette smoking and drugs. 
It was believed that the progreSSIve liberal approach taken in Britain fails the 
African-Caribbean children. All parents stated that the attitudes towards the 
education of children in the Caribbean are different from those in Britain, stating that 
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the schools are not the same as back home, whereby a very strict classroom discipline 
is maintained and the emphasis is on teaching and learning: 
Zainab: the difference in here is that in the Caribbean the children know and 
understand that a decent education is their only way out to find a decent job. 
There are no two ways about it, there is no child benefit, no social securitv or 
anything like that. It doesn't matter here, you see here if you do not ha~e a 
job, they find you somewhere to live, and they give things and all sorts of 
support really. That's why sometimes children behave badly in school and if 
the teachers do not treat them well, it is easy to give up; they give -,'ou 
something to live on and somewhere to live. That is why a lot of the children 
can't be bothered, saying that there is no respect for the teachers at all, it's 
different with the West Indies, .... , living in this country where there is so 
much of everything constantly there in front of you and sometimes you just 
think oh, I just can't be bothered to do this and that and take the easy way 
out. 
(Family II) 
Evidence of this relationship is not quite this straightforward, the reasons are clearly 
complex and beyond the scope of this work and it was not possible to explore and 
analyse the totality of this issue in this thesis. 
Whether schools are racist continues to be the subject of intensive debate in Britain, 
Pilkington (1999), acknowledges that while accepting the evidence for racial 
discrimination in schools, it is stronger than what the critics maintain; it is 
nonetheless contended that caution should be exercised in seeing such discrimination 
as the major factor accounting for the complex pattern of ethnic differences in 
educational achievement. According to Sewell (2001) who questioned a number of 
teachers whom African-Caribbean pupils nominated as being sympathetic, they 
would often talk about teacher racism as a primary cause of problems in school for 
black students. However, when pressed they would express their concerns on the 
influence of peer-group pressure as the key factor in underachievement. Eighty 
percent of the students also highlighted peer-group pressure as the biggest barrier to 
learning. Sewell concluded by suggesting that the task for those teaching African-
Caribbean children is to help them see that these kinship loyalties and school are not 
always oppositional. According to Sewell, schools should recognise that children 
need certain skills to navigate 'school' and 'kinship loyalty'. Most parents in this 
study felt it was important for their children, similar to other children of other 
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ethnicities to have friends. This was described as a nonnal part of the growing 
process and they argued that these social networks should not be seen as detrimental 
to their children's progress at school but should be used positively to enhance their 
children's education and well-being. However, they described the need for having 
the right friends who will influence their behaviour in a positive way. In this study, 
it was only in one family that the parents described how peer pressure may have 
partly contributed to the failure of their son in school but this was not even 
conclusive as seen in these excerpts from CiCi's and Nico's family: 
CiCi: , .... , but what happened with our son, is that the first two years he did 
very, very well in his SATS and he was above average, but after that he 
started messing about, normally he is a very bright lad and quiet, so we 
really could not understand why he was behaving like that and what was 
really happening, but his form teacher has been behind him really pushing 
and pushing. He has invited us in, wrote to us and the deputy head, we have 
seen him, they have tried and have gone out of their way even when we meet 
in town they would acknowledge us and ask how he is getting on, I really 
can't fault the school, the deputy head went out of his way to meet with me 
and Tyrone to set targets and so on, they have been very good. 
Bertha: I see. 
Nico: well he is not performing, as I would have expected. 
Bertha: what do you think Tyrone, how do you feel about what has been said 
about your school. 
Tyrone: well, when they started moving me and messing me about, I missed 
some of my tutor group and I have been told that if I do not improve, then I 
would be taken to a lower class. 
Bertha: I see. 
Tyrone: well, it was not me alone, some of my friends were also messed 
about and moved about; so we all got separated for no reason. They got 
moved, they went down a set. 
CiCi: I mean he was in the top set, but when he started messing about he 
went a set down and it was just getting worse really, but if we do not see an 
improvement by this autumn, then he will be moved down again. 
Bertha: did you get to the bottom of what the problem was? 
Nico: no not really, it just remains a puzzle to me really, it's not as if he has 
lots of friends, it's not as if anything has changed at school, I mean I realZv 
do not know what has happened, but we will wait and see. I am ve~\' 
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concerned, because if we do not understand why that happened, then how can 
we avoid it happening again? 
Bertha: I see, perhaps the meetings with the teachers may shed some light on 
the issue. 
Stephen: I am not sure, Bertha, I am not sure. 
CiCi: well, we have to trust the teachers, I mean what option do we have, we 
have to trust their judgement and accept what they say. 
Nico: well, I am not like CiCi, I question things but she does not want me to 
do that as she feels that may bring conflict. 
CiCi: well, not entirely really, let us work out what they have said, let's give 
them a chance and if that does not work out then we can move on. I mean 
Tyrone is a bright lad and he has always done well, it could just be growing-
up, but to be honest he has not changed. I feel the problem is at school, that 
is why I am happy to give the teachers a chance and if that does not work, 
then we can look at other ways; if it means we move him from that school, 
then that's what we have to do. 
(Family VI) 
The above discussion suggests that the issues are multidimensional and complex and 
the solution was also argued as full of conflict and complex. The peer group can be 
used positively as Tyrone highlights that he was separated from his friends and that 
is when the problems at school emerged. The parents expressed concern that a group 
of black young people is normally viewed and described as a threat; this they felt was 
limiting their children's social development. Friendship with other children was seen 
as an important stage of development. In the above excerpts it demonstrates that 
parents in most cases were struggling with balancing the pros and cons of the 
implications of their own actions whether they rely on the teachers' judgement or 
question them. This appeared to be a common problem experienced by African-
Caribbean families in this study. 
Education was important to these families; though they suffered economIC 
disadvantages they appeared to be prepared to respond to their own circumstances by 
addressing the deficiencies of their own education by attending further education. 
The women appeared to be more prepared to respond to their situations by going 
back to college, in particular, three of the single mothers, though leaving school with 
poor GCSEs had gone back to college for further qualifications. 
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The educational environment has long been acknowledged as a fundamental venue 
for the promotion of health (Bunton and McDonald 1992; Naidoo and Willis 1994; 
Nutbeam 1997). Schools as a dimension to the secondary socialisation process 
provide the opportunity for a continued and systematically planned programme of 
personal, social and health education (Scriven and Orme 1996). The consultation 
document 'Our Healthier Nation' (DoH 1999), which was used as a guideline for this 
study, selected the schools context as a key setting, providing the opportunity not 
only for the promotion of health of the individual pupil, but the whole school 
organisation. Schools can therefore play an important role in providing the youth 
with a knowledge base that may allow them to make informed decisions and help 
them shape a healthy lifestyle. However, in German (2002), who argued that the 
reasons for the failure of a number of minority ethnic young children, are that 
schools and other educational institutions as they now exist are so structured and 
organised that they seem inherently incapable of ensuring the success of all children 
and young people. German stated that the system of selection and ranking favoured 
certain groups rather than others. In addition those who emerge from the ranks of the 
otherwise disadvantaged very often do so as a result of embracing establishment 
values and this serves in turn to confirm the validity of those values. This work has 
revealed that the processes of discrimination, victimisation and exclusion of African-
Caribbean adolescents in school as described by parents and adolescents, position the 
African-Caribbean adolescents, in particular, the boys within discourses of conflict, 
alienation, cultural misunderstandings and subsequently unhealthy lifestyle. The 
consequence is a sustained deprivation, which results in increasingly unhealthy 
behaviour. Appropriate education for children has the potential to feed directly into 
job levels, earnings, household income, health status and healthy lifestyle. 
Employment 
It was already established in the private setting that socio-economic disadvantages 
played a major role in limiting families' choices to practise a healthy lifestyle. This 
section will therefore be an analysis of the extent to which paid work outside the 
house influenced experiences of a healthy lifestyle to those 13 of the 18 adult 
participants who were in paid employment. With the exception of one individual, all 
felt that the nature of their paid work challenged their involvement in healthy 
lifestyle; most participants described the long anti-social hours including shift 
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patterns they have to work, which had an effect on their relationships at home, sleep 
and rest patterns. The persistent experiences of racism and discrimination identified 
in their work areas were seen as limiting the individual's healthy lifestyle, while 
racism led to work related stress and lack of opportunities. There were numerous 
examples where participants described revealing issues such as discrimination and 
lack of opportunities: 
Diane: it's hard for anybody to get a job and it's even harder for a black 
person, even if he is educated. You speak with somebody on the phone and 
they say 'oh come down for an interview', but you reach there and they see 
your face, they smile when you get there but you don't get that job because of 
your black face. There is only one organisation, perhaps two, which really 
are fair and the best one gets the job; most organisations are actually 
prejudiced against black people. 
(Family I) 
Families talked of the labour inequalities that has hindered their progress, in 
particular for the men. Numerous examples were given of the difficulties that exist 
in getting employment though perhaps this is a reflection of people within the lower 
socio-economic status. However, they argued that in addition to suffering the 
problems associated with others who occupy lower socio-economic status, they also 
had the additional burden of coping with racism and discrimination at work. 
The nature of the job itself was also described as limiting the choices for a healthy 
lifestyle. Mandy in Family IV described being exposed to passive cigarette smoking 
at her firm; as a result of the management not enforcing its non-smoking policy she 
was breathing in fumes from machines that contravene the health and safety 
regulations. She further stated that, though as a group of low paid workers they had 
reported the company, when the health and safety regulators visited their premises, 
this was done in full co-operation and consultation with her employers. Therefore 
before the visit, the employer put in place temporary health and safety strategies on 
the day of the visit. This scenario in itself indicates the limited power experienced 
by low paid workers. 
Most participants were employed in low paid jobs with very little autonomy and job 
satisfaction, resulting in a number of them having 2-3 jobs to try and make ends 
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meet. Not only did the low pay and the nature of the job described as limiting 
chances to practise a healthy lifestyle, but the shift patterns and doing 2-3 jobs were 
in themselves a hindrance to a healthy lifestyle: 
Joshua: 1 think we should be given some assistance towards having a healthy 
lifestyle, things like exercise, healthy diet, living in a good neighbourhood, 
not taking drugs, not smoking, alcohol in moderation are all important to us 
as black people but it's next to impossible for us to achieve them and 1 am 
sure it does not matter whether you are black or white unless you have loads 
of money or maybe sufficient money you cannot have all those! 
(Family IV) 
Joshua's arguments suggest that healthy lifestyle is expensive and is determined by 
an individual's socio-economic status which indeed was a manifestation of their 
definition of healthy lifestyle as a public product. In this scenario the product is 
expensive and since a healthy lifestyle is important to individual status it should be 
the responsibility of the state to ensure equality of a healthy lifestyle for all its 
citizens. It is also significant when he acknowledges that the healthy lifestyle is 
important for them as African-Caribbeans; however, they lack resources to enable 
them to lead the healthy lifestyle. Nevertheless, most parents argued that conditions 
at work are slightly better than what their own parents had to endure. They felt that 
strategies on challenging discrimination and racism at work though not perfect are 
better than their parents generation. They also appeared to be less tolerant to long 
hours and racism at work than their parents generation: 
Lola: ..... Our parents worked 3 or 4 jobs and really worked hard with all 
the stress of racism, but where are they now? They have hypertension, 
diabetes, stroke and so on. 1 will not put myself into that at all, yes, 
occasionally 1 have a cleaning job on top of what 1 do as a school helper and 
that's it. 1 am not taking care of four children and work 3 or 4 jobs! That 
went with our parents' generation. Our parents accepted a lot of rubbish and 
1 think they were under a lot of stress and perhaps that is why most of them 
are having diabetes, hypertension and so on and most of them haven't really 
changed in their thinking, but I am not prepared to take that. I would do the 
odd job here and there, but I will not accept the rubbish they dish out, I was 
born in this country and brought up here and have the same rights. 
(Family III) 
Such findings suggest that the past experiences of family members appear to be 
shaping individuals' values and decisions they make. The fact that the first African-
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Caribbean immigrants were tolerant of the discrimination has resulted in this second 
generation learning from their parents and adopting strategies that will assist them to 
limit some of the effects on themselves. As British citizens, they expect equality. 
This expectation is likely to increase with future generations and there is a possibility 
that if the equality, they expect, is not realised they will always live with conflict in 
their own country. Unfortunately such conflicts do have a negative influence on 
individual health status. 
Most participants believed that appropriate equality in employment would enable 
them to have a better chance for a healthy lifestyle. They argued that having 
African-Caribbeans as representatives in positions of power and as decision makers 
in UK policy would facilitate a better understanding of their needs and struggles. 
Discrimination, racism and poverty were described as having caused failure even 
amongst the most ambitious. They also felt that compared to other minority groups 
they lacked the community cohesion that resulted in a lack of financial backing from 
the community itself, while at the same time access to funding to start-up a business 
was a major stumbling block for prospective African-Caribbeans, such as Joshua's 
description of a shop owned by an African-Caribbean and the reasons why it did not 
succeed: 
Joshua: .... , "this man had his shop just round there and it's no more, .... , 
black people went there and they 'trusted' from him, what happened? this 
'trusted' from him, he come 'trust' from him, she comes 'trust' from him, they 
all 'trusted' from him and there is no money coming for him, .... , in the end 
most black people did not go into the shop, they had all sorts of excuses, but 
it was seen as too expensive, he could not compete with the others, no way, he 
could not compete in the job market because there was no family to fall back 
onto. There really is no black people shops within this area at all' '. 
Bertha: 'trust' from him? 
Joshua: yeah, they took things like food and such stuff and they would say 
they will bring the money later, it's called 'taking on trust', this would be like 
in the middle of the week or month when they did not have money. 
(Family IV) 
The percentage of the African-Caribbean women who worked outside the home was 
relatively high. Out of the ten women who participated in this study, eight did 
various jobs, one worked from home as a hairdresser and child minder though this 
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was not on a regular basis and 56 year old Ruth was a full-time housewife and carer 
of her grandchildren. This high level of economic activity among black women is 
well documented (Gutman 1976; Reynolds 2002). Both Gutman and Reynolds' 
study returns to slavery to explain black women's role as workers in a contemporary 
society. They argue that transatlantic enslavement, structural oppression and systems 
of inequality and disadvantages have produced a cumulative effect for black people 
that in tum have affected black men's ability to earn a sufficient wage for their 
families. This has led to a cultural shift and a system of adaptation whereby black 
women had to work outside the homes in order to circumvent their family's socio-
economic status. They stated that there is evidence to suggest that the legacy 
concerning black women's status as workers still exists today. In Reynolds'(2002) 
study, participants identified and forged a historical and cultural link between the 
past and the present and between their own individual experiences and that of other 
mothers within their family and social networks. There is no doubt that the 
proportion of single-mother households among African-Caribbean families as 
evidenced in this study has also contributed towards the African-Caribbean women's 
work status. The major concern, then, with this type of family was concerned with 
the pressing socio-economic needs. To an extent the single mothers participation of 
healthy lifestyle was limited due to lack of money, tiredness and child-rearing as 
expressed in the following: 
Diane: .... , ffeel drained and tired; so f have to lie down somewhere before I 
fall, ehh yeah, yeah, it's a real rush, f just don't have the time really. 
(Family I) 
Zainab: .... , with looking after the house Maya and DJ, doing shift work and 
not getting enough money that makes me very tired. 
(Family II) 
Lola: .... , look Bertha, with the children and all that it's too much of a rush 
and f am always tired with the baby and all. 
(Family III) 
This level of activity among the women highlights that one-parent families, which 
are predominantly a mother-child relationship has resulted in a series of factors that 
limited the women's choices of healthy lifestyle. 
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The labour inequalities and discrimination as described above is threatening the 
sustainability of African-Caribbean men and women's ambition and the long-tenn 
development of a business-owning class; this undoubtedly has limited their 
participation in a healthy lifestyle. The labour inequalities will continue to ensure 
that African-Caribbeans remain economically disadvantaged and suffer high 
unemployment rates despite having a strong degree of commitment to the labour 
market. For most participants, though attempts were made to go back to further 
education, finding satisfactory employment continues to be difficult and poor 
employment levels continue to be high relative to other groups. The findings showed 
a continuing and persisting racism on the lives of these families. Most had jobs that 
were menial, with their employment status being seen as a source of low self-esteem 
rather than the pride and actualisation that men and women aspire to achieve. In 
essence poorly paid jobs and discrimination at work were particular problems for 
these families, causing a hindrance to achieving a healthy lifestyle. 
Neighbourhood 
In this sub-category, participants discussed the relationship between their 
neighbourhood and choices for a healthy lifestyle. Families identified and discussed 
factors within the neighbourhood, which were considered to facilitate a healthy 
lifestyle and others that hindered choices for healthy lifestyle. They went further to 
also self-identity some of their responsibilities within their neighbourhood that may 
enhance choices for a healthy lifestyle. Of the ten families, six rented their homes 
from Housing Associations, one from the Local Council and three owned their own 
homes. The housing reflected their socio-economic status and household typology. 
With a high percentage of single parent households it can explain why the seven 
lived in Housing Association and Council homes, but it does not explain why in most 
cases the state of the neighbourhood they lived in appeared to be unfavourable. 
The most prominent finding was that all families lived in what could be described as 
a predominantly African-descent neighbourhood. When this observation was 
articulated, they all argued that living among their own gave them a sense of security 
and was considered as a positive factor towards an individual health status: 
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Zainab: it's because there are more black people here. There is a sort of a 
feeling of community in this place, at least you can go out on the street and 
meet not only your family but at least someone whom you know and will say 
hello to you. 
(Family II) 
Rahab: you see it is not just for the sake of the children only, it is also 
important for adults as you get older you feel you need the support of your 
community, you want to know that you are safe, the children are safe, they 
are wanted and all that, but you cannot feel like that if you live in a place 
which has very few blacks and more whites. 
(Family X) 
They described how some families who were able to afford their own homes in 
relatively better areas were reported as having experienced some degree of 
marginalisation from their white neighbours and loneliness by being cut off from 
their community. For most, the feeling of loneliness was critical when making 
decisions about where to live. 
However, the neighbourhoods were considered to be relatively lacking in comparison 
with other middle income areas and this was considered as disadvantaging their 
health status. These included the lack of appropriate safe play areas for their 
children, services such as the GP being overstretched, a persistent drug culture, lack 
of exercise and relaxation facilities and problems with pollution from traffic: 
Lola: yeah I agree with that, you know there are no play fields or a safe park 
for the children and it's difficult when they are on holiday, they just drive you 
mad in the house, there is no place for them to play. 
(Family III) 
Mandy: like we have the drug baroness just living over there [points to a 
house] and the place has just run down, it's getting worse. 
(Family IV) 
The lack of access to facilities such as supermarkets forced most to shop from the 
large convenience stores where in comparison to the regions supermarkets, goods 
were more expensive. I had previously mentioned on visiting some of the services 
within the area, some appeared to be of poor quality with higher prices, in particular 
foodstuffs. For most families there appeared an unequal access to a broad range of 
services within this neighbourhood. 
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In addition, families also complained about the lack of appropriate role models 
within the neighbourhood. The need for appropriate role models was seen as a 
strategy that was capable of inducing responses that strengthen the commitment to 
norms and values that are critical for economic mobility. For example, having 
neighbourhoods where the majority of adults were either unemployed or holding low 
socio-economic positions was described as undermining a strong work ethic, 
devaluing academic success and family values and reducing the stigma of economic 
failure. Examples included: 
Khandi: I think also in terms of relationship and family life around here and 
the lifestyle, I don't know if it has any good example in terms of family life 
style, I mean .... , most families are single families and some do not have like 
proper jobs. 
Bertha: what do you mean? 
Khandi: I mean when we were growing all our neighbours were married or 
lived together as a couple, there would be a man and a woman, or a man and 
a wife. People lived as a couple with their children whether they were 
Caribbeans, Asians or English you could see that there was a lot more in the 
streets and if you were a single family you would be the odd one out, it was 
not the norm. 
Bertha: I see. 
Khandi: a single family would be the odd one out really, but if you look 
round in this place, there is hardly that, children are growing up thinking that 
single parents is the normal thing. I mean the family is changing, but 
children are growing up not knowing how to live as a couple or in a 
relationship and there are no examples around here that children can aspire 
to even job wise, on that angle it is not really a healthy place really. 
Bertha: I see, so are you saying that it is not only the lack of proper facilities 
for families? 
Khandi: yeah, kids are growing-up thinking that single family is the norm 
and that they can easily make do with dole money, it's not good for the boys 
and girls at all. 
Bertha: perhaps it is just a reflection of the changes taking place in society. 
Khandi: well it is not the right way, I know I am a single family, but that is 
not the way I started my family, I was married but for reasons beyond my 
control we had to separate with my husband. But that does not mean the 
children should aspire to be single parent, you know what I mean? 
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Bertha: I see. 
K~andi: I did not have a good job but went back to school, but if you look at 
thzs place, there are no examples for children to follow. 
Bertha: I see. 
Khandi: it's difficult to find good examples for the children to follow and you 
struggle to bring them up proper, that is why I say it is not a healthy place, 
now just look outside, the children can't play outside, it is not safe, there are 
drugs in the street, family life is not good and you can't even get a GP 
appointment if you want one. 
Bertha: GP appointment? 
Khandi: yeah, the GP near this place is always fully-booked and you have to 
wait, the good shops are not here like Morrisons and so on and we have to 
travel out to buy things, it's not really a healthy place to bring up children. 
Bertha: so with everything being equal, would you move from the place then? 
Khandi: oh yes, this is not my own home and I would move, though I have 
loads of my other family members living nearby here so I wouldn't move far 
from here. I mean, my parents live nearby, sister, brother uncle, friends, even 
if I were to buy a house I would not want to move far from my family, you 
know what I mean? 
(Family VII) 
Families appeared to struggle with the idea of living among their own with a lack of 
facilities that constrain the choices for a healthy lifestyle. For instance, Nico also 
expresses some concerns of bringing up his children within a neighbourhood that 
limited their choices for a healthy lifestyle, while CiCi valued the community 
because of other family members and friends living nearby: 
Nico: as parents it's all a balancing act, .... , we know that around this place 
has a reputation as well and once you are conscious of all these things you 
also think about the children and the possible impact living in such a place 
may have on them. They may come into contact with things that you do not 
approve of 
CiCi: well I don't see it that way, I think it is just an assumption, yes I know 
that there are dangers of drugs and so on, but that is hyped by the media 
because of the black people. It is mostly us black people who live there, the 
people who deal with the drugs actually come from outside the area and that 
is because they know they can get away with it, there are no proper services 
to keep people busy. Don't get me wrong, it is getting better, but there are 
204 
worse places in this city, I know because of my job, but you never hear of 
those places at all. 
(Family VI) 
It appears that there is some difference between Nico and CiCi's value of the family 
and kin networks; however, Nico was born and brought up in Britain, while CiCi was 
born in the Caribbean and came to England at the age of 18. The difference between 
Nico and CiCi could indicate some shift of African-Caribbean culture based on the 
number of years Nico has lived in Britain. However, in other families, this 
distinction was not observed; it would be interesting if this issue is revisited with 
another generation. 
In general the socio-economic disadvantages appeared to limit the housing options 
for families such that most lived in neighbourhoods that were limiting their choices 
for a healthy lifestyle. The desire to buy their own properties was expressed by all 
family members; this they felt would give them more control of the neighbourhoods. 
Nevertheless, again such choices have been limited by their poor socio-economic 
position. For others the location itself presented constraints towards practising a 
healthy lifestyle, as demonstrated in the following discussion with Isaiah a single 
dad: 
Isaiah: this is like a main road, there is a lot of pollution back and forth, it's 
too urban for healthy lifestyle. 
Bertha: it's too urban for a healthy lifestyle? 
Isaiah: yeah you can't go out for a walk, it's too noisy, there is pollution and 
the rest, but I would rather still live here really for all sorts of reasons, .... , oh 
yes, although I know that anywhere you find a congregation of black people 
is usually ghettoised. 
(Family IX) 
Interestingly, when I asked him if he would desire to live in the country in order to 
enjoy the fresh air, away from the pollution, he strongly objected to that stating that 
he would be isolated from his community, clearly highlighting the complexity of this 
particular category: 
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Isaiah: no man, I will be cut off from the family completely. You become 
isolated and that is very unhealthy, I mean the children will also be lonely, 
they can be the only black children there also. 
Bertha: are we making assumptions that black people do not live in the 
countryside? 
Isaiah: oh yeah, oh yeah, it's expensive for black people man, you should 
know that, really Bertha, you will not find black people in the English 
countryside anyway, who will welcome them anyway. The whites move to get 
away from us anyway, I do not want to live in such a place, it's also too 
expensive and you will not get the foods we enjoy and all that, it's just 
different really. 
(Family IX) 
The housing position they occupied was thus determined by different factors, such as 
socio-economic status, value to live within their community, fear of being isolated 
and loneliness. Such fears appear to contribute to the delimiting of housing areas for 
most families. The fear of marginalistion and racism also appeared to underpin the 
existing spatial segregation and leads to the perpetuation or widening of overall 
housing differentials (Law 1996; Watt and Stenson 1998). 
In Britain ethnic minorities have occupied and continue to occupy certain housing 
positions because largely they have had little option to do otherwise, where a key 
factor in the competition for good quality housing is access to the necessary financial 
resources, education and labour market. The avoidance of certain areas because of 
fear of rejection, harassment and loneliness is also a factor. Whereas all community 
groups may experience unfavourable circumstances stemming from socio-economic 
disadvantages and the growing class segregation, the consequences appeared to be 
far worse for these families as they have to cope with the added burden of 
discrimination and racism in other aspects of their lives. 
Though a neighbourhood that could enhance one's choices for a healthy lifestyle has 
been identified even in the most recent DoH (2004) document, findings from families 
involved in this study suggest that the need for appropriate facilities for African-
Carib beans is pivotal. These include socialisation with other family members and 
social networks, facilities such as appropriate numbers of GPs, schools, large 
supermarkets, affordable traditional African-Caribbean foodstuff, play areas for 
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families and so forth. In general consideration for neighbourhood regeneration 
should take into account the communities' values and needs. 
Interestingly, as a minority community, there was also some expressed fear that by 
living in a predominantly African-Caribbean community, they become easy targets 
for marginalisation from other sectors of the community; this would be in the form of 
poor housing, lack of facilities and appropriate maintenance services. The 
participants valued an integrated community. While most families desired to live 
among their own, all of them expressed the need for interaction across different 
communities. In this instance different ethnic groups living together in harmony was 
more desirable. Family members argued that living in a predominantly African-
Caribbean area despite being desirable has only encouraged their marginalisation, 
discrimination and victimisation. A mixed community that includes members of a 
majority population and others will ensure that the minority community is not 
isolated or marginalised: 
Hosea: in a mixed community if it rains everyone becomes wet, the rain will 
not soak only the people from one community, so in a mixed community, the 
rulers in serving their community will also be indirectly serving us, they will 
not want to discriminate against their own people, will they? No they won't, 
so that is the advantage of living in a mixed community, .... , while it is 
important to live within your own community, you have to be careful that the 
community does not end up being isolated. 
(Family X) 
Ousely (2001) in 'Making Diversity Work' also recommends the need for social 
interaction across different cultural communities. Undoubtedly this is facilitated by 
living in mixed rather than segregated communities. Ousely recommended that it is 
the role of leaders at institutional, organisational and community levels to promote 
the value for greater community integration and cohesion. 
Though parents and adolescents were in agreement that an environment that is clean 
and well maintained is important to individual health status, the adolescents from all 
families argued that it was not their role to ensure a clean and maintained 
environment. They felt that this was a public responsibility that should be 
undertaken by the local councils: 
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Moisha: well the whole neighbourhood should be responsible or the council 
should take the necessary steps, 1 would clean because my aunt would tell me 
but not more than that 1 would not do. 
Carlton: 1 understand when they say that the neighbourhood should be 
everybody's responsibility or the council's, 1 understand, they are young and 
are different from my generation. So 1 mean once in a while 1 will give in to 
them no problem at all, but so long as they do not make it their lifestyle that 
they can do what they want, then that is not right. When they grow up then 
they choose what values and culture they want to follow, but 1 am purely of 
Caribbean descent and expect them to follow that. 
(Family VIII) 
It appears that the difference in the perception between adolescents and parents is 
explained by the different values and beliefs. Carlton sees it as the responsibility of 
the community to clean and maintain the communal compound. These values and 
beliefs may have emerged from his own life experiences as he goes further to state 
that as an African-Caribbean he cannot rely on the local authority to ensure a clean 
environment for the African-Caribbean community. The authorities have failed them 
in other sectors such as education and employment and this was not different, while 
Moisha his niece who was still at school felt very strongly that it was not their 
responsibility. The issue of equality was always raised by these adolescents who are 
British and expected equality in all aspects of their lives. 
In general the discussion about their neighbourhood invoked a lot of feelings from 
families, such as, being discriminated against, being easy targets and their 
neighbourhoods labelled and identified as notorious. While they acknowledged 
factors in their neighbourhood that limited their choices to a healthy lifestyle, indeed 
most of these factors were persistent and difficult if not impossible to overcome; 
most families still benefited by living near other family members. Most 
significantly, within the home setting, families seemed to have created their own 
environment over which they have some control and have the potential of relaxation 
and respite from the outside world. 
Media and technology 
Media and technology include vehicles of communication such as television, radios, 
newspapers and magazines. In all ten families, participants described how different 
aspects of media and technology prevented or facilitated the adoption of a healthy 
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lifestyle strategy. Of the ten families, two had home computers, all had televisions, 
radios and they read a variety of newspapers and magazines. However, the teleyision 
was the most cited vehicle of communication with all participants complaining about 
the lack of African-Caribbean images on television and the lack of appropriate 
entertaining programmes that may enhance relaxation for black families in general, 
for instance: 
Isaiah: I mean there are very few programmes, that really entertain us as 
black people, good for black people, sort of help for them really, it is not 
there for us, you know we can't relate to most of them, you see. 
Bertha: does it really matter? 
Isaiah: oh yes, oh yes, it does, that is why in each country and in each 
culture, they have their own programmes, even where you came from, I am 
sure you had your own programmes. 
Bertha: really? 
Isaiah: well they are good entertainments, they can also inspire the children, 
entertain you with all sorts really, it's good, it's good. You can relate to them 
and help to make you relaxed really. 
(Family IX) 
Isaiah is complaining about the lack of appropriate African-Caribbean representation 
in television and links it with individual health status, while he is also discussing the 
lack of appropriate role models for children. The relationship between good 
entertainment and relaxation is well established and the observation that this seems 
to have been ignored for a minority ethnic community, such as the African-
Caribbeans, suggests that families need to look for alternative forms of 
entertainment. Equally there are probably very few role models in the media that 
African-Caribbean children can identify with; this issue of the lack of role models 
was a recurring one. A number of reports suggests that the media plays a significant 
influence in children's lives in Britain; however, it is not known to what extent the 
limited African-Caribbean role models in the media influences African-Caribbean 
children and whether children should only have role models from their own ethnic 
backgrounds. 
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In all ten families both adolescents and adults complained not only of the shortage of 
African-Caribbean representation in the media, but also of the biased, stereotyped 
and prejudiced news concerning African-Caribbeans. They gave examples of 
numerous negative stereotypes of people of African descent in the media. When 
asked about the increase in the number of African-descent news readers, presenters 
and sportsmen and women, they stated that in professions where a significant number 
of African-Caribbean people have excelled in comparison to whites, there is much 
more scrutiny of the professionals with regard to their private history and random 
testing of drugs. They compared this to other professions such as racing drivers, 
pilots and medical staff where there is no random testing of drugs. Though families 
were in support of such practices they argued that this should be extended to high 
profile professions that offer direct services to the public. By limiting random testing 
of drugs to sports will undoubtedly target more African-descent individuals. On the 
other hand the excessive representation of African-Caribbeans in sport, certain 
aspects of 'soaps', music and to an extent comedy, was argued as supporting the very 
idea of discrimination that hinges on the notion of advantage as inscribed through 
signs of the black body as a commodity that is athletic, sexual and pleasure giving. 
The discrimination emerged from the discourse on the absence of African-
Caribbeans in national news, documentary and certain kinds of dramas and films. 
In addition family members also complained by stating that the media particularly in 
light entertainment such as 'soaps' ignores African-Caribbean family life values, for 
example: 
Lola: it really makes me mad the way they blame black people, it really 
makes me mad, like in the 'soaps', you see black people who act as doctors 
but are being made to look like idiots. I mean that Eastenders, now, there is 
a black doctor, his brother is a drug addict, his father is a womaniser, it's 
terrible, it just * * * * * me off The doctor plays like an idiot, why is he made 
not to have a black woman with black children and he plays a respectable 
part? It's ridiculous the part they have given him, what sort of part is that, do 
they mean to say that black doctors are like that? 
Trish: it's stereotyping. 
Lola: it doesn't affect the white people but it affects us, it's all stereotype and 
he goes out with that woman and then the woman's daughter, I mean for 
goodness sake, he is playing the part of a general practitioner, first of all 
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there are very few black GPs anyway and then he is made to behave as an 
idiot. 
(Family III). 
and from Joshua's family: 
Joshua: one of the things I do not like is the way they make black people 
appear on telly. 
Mandy: well, it is always negative, isn't it? Just look at the telly, see the 
programmes where black people are, it's pathetic the way they make black 
people act. 
Dave: I think it is getting better, it is not as it used to be before. 
Joshua: no brother they are negative most of the time, there is no need for 
you to make an argument just for the sake of an argument, brother we all 
know that most of the times they are negative. 
Mandy: yes because you see most of the crime scenes, it is always the black 
people, whenever there is a crime scene or something against the law you 
always see black people and it makes me really angry, you cannot relax and 
really enjoy a programme. 
Trevor: you always get a black person acting the bad person I agree with 
mum, black people are always acting the bad ones or killing somebody, using 
drugs and the rest. 
(Family IV) 
While it was acknowledged that always the black actors represented this poor image, 
some family members expressed the opinion that the black actors had no choice, 
arguing that, most likely that would be the only part made available to them. The 
alternative for black actors would be unemployment; once again the socio-economic 
disadvantages appeared to be limiting the choices for black people and position them 
in conflicts with other black families. There were some strong feelings from the 
participants who felt that the black actors were letting the community down. Poor 
media images of the black community were also highlighted by Reynolds (2001 b) 
who found that where images of black men in the family exist in media and policy 
debates, stereotypical representations prevail. 
For the two families who had home computers, parents, though welcoming the use of 
computers and describing numerous advantages, more so for the adolescents, 
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expressed considerable concern in relation to the extensive use of computers by their 
children. They demonstrated the knowledge related to arguments about children who 
spend too much time playing on computers. They talked about the 'couch potato 
image', arguing that computer use by children encourages the lack of exercise. They 
also expressed concern about the unlimited amount of information transmitted by 
computers that can be harmful to their children. Parents from the two families 
described how they have restricted their children and at times monitor the use of 
computers, though they both admitted that their children appeared to be more 
computer literate than them; however, the adolescents disagreed with their parents 
fears and most would argue that computers in the main were beneficial: 
Hosea: oh yes the computer is good and as most things the intention is good, 
but from what we know it can transmit things that are not healthy at all and 
for us it's like the feeling of lack of control on it really, so we thought about it 
before we got one, .... , but they also say that children who stay indoors and 
play computer games and all that it is not healthy for their fitness, eyesight, 
and so on. 
Keziah: yeah, but they also say that computer games can help your brains. 
Rahab: it's like everything else and really finding the balance and I think that 
is very important. 
(Family X) 
Finding the balance for their children in both the use of computers and the viewing of 
television programmes was very important for all families. Some adolescents 
articulated the control parents exercised on the use of technology such as computers 
and television. Some parents, at times monitored programmes they watched and 
computer sites they visited: 
Nico: in our example I would like to think that we are influencing our 
children not just by the things we say, but with the choices that we make, 
simple things like the programmes we choose to watch on the television or 
not watch on television, the way we might disagree and settle things and even 
the way we talk to them as children. 
(Family VI) 
However, the reality was very different, parents were often working long hours, shift 
work and although the adolescents were old enough to be left home alone, the desire 
and choice to monitor their children's activities were difficult to realise. Though 
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'soaps' and other television programmes have been and can be used to communicate 
healthy lifestyle messages to black families, families in this study identified that for 
African-Caribbeans, this is very limited and what is available is inadequate. 
Numerous studies have identified how the media has been used to stereotype black 
families (Jones 1992; Haynes 1997; RQB 2005). In their annual conference 
proceedings the RQB (2005: 12) quote Clive Jones as stating that: 
British journalism sadly is one of the last bastions of white supremacy; while 
the rest of Britain has been enjoying a demographic revolution, the British 
media remains dreadfully unrepresentative and in the phrase of Greg Dyke 
the BBe is hideously white. 
The long-term effect of the poor African-descent representation in the media on 
African-descent children in Britain currently remains relatively unknown. 
Alternatively, the computer has become a means of disseminating information to 
consumers about healthy lifestyle. For instance, numerous websites from 
universities, clinics, hospitals and non-profit organisations offer nutrition advice to 
consumers. Although computer users should be aware of misinformation identified 
by the families in this study, nutrition web sites and newsgroups can provide a wealth 
of information if used with caution. Sites covering such topics as healthy eating, 
values, weight control and other specialist sites can be found on the web. However, 
the relationship with African-Caribbean way of life is negligible, even if this 
information is made available, most families in lower socio-economic status will not 
be in a position to access home computers. 
Conclusion 
Families' accounts of healthy lifestyle in a public setting were identified as an 
education system that fails to meet the needs of African-Caribbean adolescents, in 
particular, the boys, the socio-economic disadvantages and its sequel, poor 
representation of African-Caribbean identities within the media and technology and 
the neighbourhoods that limit their chances to participate in a healthy lifestyle. In 
their discussions they identified elements of the public setting that have the potential 
of a positive health status and making a healthy lifestyle the easier option; for 
instance equality in employment would enable them and their children to achie\'e 
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better chances for a healthy lifestyle, including an understanding of their values, 
beliefs and life experiences. These elements were directly linked to their definition 
of health and healthy lifestyle. Once again, racism and discrimination played a key 
position in restricting the choices of adolescents and families to practice a healthy 
lifestyle. Though racism played a key factor in reducing families' choices of a 
healthy lifestyle both within the private and public setting, there were some key 
issues associated with racism and welfare that will be discussed in the following 
chapter. 
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CHAPTER EIGHT 
THE INFLUENCE OF THE WELFARE SYSTEM, RACISM AND 
DISCRIMINATION ON FAMILIES' ATTITUDES AND 
EXPERIENCES TO HEALTHY LIFESTYLE 
This chapter will present and discuss findings of how racism and the welfare system 
appear to have limited the choices for the African-Caribbean families to practise a 
healthy lifestyle. Racism and discrimination in actual fact reverberated across the 
private and public settings and was the central factor that underpinned families' 
struggles for a healthy lifestyle. Its presentation in this chapter will be an overview 
of some central key issues; otherwise it has been highlighted and discussed whenever 
it emerged across the two different settings. Equally there existed a number of 
widely accepted policies, guiding principles and welfare provision, which though 
aimed at benefiting communities, were perceived to limit the achievement of healthy 
lifestyle amongst families. 
Racism and discrimination 
Racism and discrimination emerged as the major barriers towards the achievement of 
a healthy lifestyle. African-Caribbean families constantly described the burden and 
their struggles against racism. This perhaps should have been expected, since it is 
impossible to provide an account of the life experiences of any black and minority 
ethnic group in Britain without making reference to racism and discrimination. In 
their narratives it became clear that racism as an explanatory category was not easy 
to describe. In most cases it was occasioned by a number of factors with the 
resultant consequence of limiting individual choices to practise a healthy lifestyle. 
Family members emphasised that they experienced racism in nearly all aspects of 
their lives which this resulted in social exclusion that, as described in Barnes and 
Mercer (2003), incorporates exclusion not only on opportunities and outcomes in the 
labour market, but from a much broader spread of social and economic life. 
215 
Therefore rather than being a discrete alternative explanation, racism was regarded as 
an integral part of the following areas: 
• Education: all families described how the school curriculum ignored their 
history and life experiences, in particular they described the perceived 
discrimination of African-Caribbean boys and the lack of African-Caribbean 
teachers in schools as previously described. 
• Socio-economic disadvantages: most families described the raCIsm and 
discrimination encountered at work with institutional discrimination 
restricting their social mobility and opportunities for credit to create more 
income generating opportunities. These factors as discussed in the previous 
pages, have the consequence of leading to poor living conditions that 
adversely affect their mental health and are a great source of stress. 
• Marginalisation and lack of appropriate services for African-Caribbean 
families: this was a general theme for most families and included poor 
services within their neighbourhoods. 
• The devaluing of African-Caribbean history and heritage: most families 
described how the strategies for a healthy lifestyle ignore their values such as 
the absence of traditional African-Caribbean foods. 
• Racism within a wider concept such as the media: the image of African-
Caribbeans in the media was seen as mostly demeaning, causing constant 
anger and frustration to families which undoubtedly challenged their mental 
state. 
• Welfare system: which did not take into consideration African-Caribbean 
values and beliefs as described in the following pages. 
• Inadequate anti-racism laws: though they all acknowledged the current 
antiracism laws, most felt that these were not adequate enough in protecting 
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them against racism. 
The direct effect of the act of racism on individual health status: most 
families described the effect of racism on health status, which they felt was 
not fully acknowledged. 
Racism was described as a dynamic force, its manifestations as seen above were 
manifold and its articulation was seen as changing across generations and its impact 
and influence had the crippling effect of limiting the choices for the African-
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Caribbean adolescents and families to participate m a healthy lifestyle. The 
consequence was therefore more noticeable in the social structure of most African-
Caribbean families. Typical responses to the subject of racism included: 
Seth: racism is dangerous for health, that is why black people's health 
suffers; they can't get healthy lifestyle with racism. 
(Family V) 
Isaiah:, racism can affect somebody 's health, it can limit your progress, limit 
your potential, of course it does and limit how much healthy lifestyle you can 
participate in; of course it does, you are afraid of going out, limit what you 
can do, limit your chances, affects your mental ability. Mentally it can have 
some effect on you, develop all sorts of illnesses, .... , oh yes, that is what it is 
to do with it really, it is discrimination, even the way healthy lifestyle is sold 
to us is discriminatory because it is not made attractive for us as black 
people. 
(Family IX) 
As Isaiah explained, racism decreased African-Caribbean life chances, produced high 
morbidity and mortality rates, low longevity rates and a high incidence of 
psychopathology and encouraged personality traits and attitudes that impose 
disadvantages in competition with other groups. However, it was important to note 
that not all participants who had experienced racism necessarily experienced 
unhealthy lifestyle outcomes: 
Joshua: but it also depends on how that person is mentally, like Dave is a 
strong minded person and racism may not affect his health. But if you dwell 
on it and you are weak then it can pull you down, you need to shrug it off and 
move on. 
(Family IV) 
Nevertheless it was widely accepted that most differences in the participation on 
healthy lifestyle were explained directly by racism. Participants acknowledged that 
the signposts for racism are changing, making it difficult to be recognised, while 
others in particular the adolescent girls stated that they did not seem to experience 
racism as much as the boys or their parents. Parents would at times dismiss this type 
of statement as part of immaturity or failure to recognise racism itself. All parents 
stated that the indicators for racism have become too subtle and covert for their 
children to recognise and this at times was revealed when an example of a racist 
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incident was being discussed with families and adolescents would argue with their 
parents stating that is not racism for example: 
Lola: well at times they tell me something from school and I can see that it's 
raCIsm. 
Trish: well, maybe mum is right but I do not see it. 
(Family III) 
This difference between adolescents and parents in interpreting racial attitudes could 
be attributed to the fact that the adolescents are not sophisticated enough to discern 
the signs of racism or they were less prejudiced than their parents. Most importantly 
it indicates that though parents are teaching their children to recognise the signs of 
racism and prepare them to cope effectively with racism, they still played a less 
important role in the socialisation process of racism. However, the strategies the 
parents use to prepare their children to deal with racism remain important. 
Parents believed that teaching their children and raising the awareness of the coping 
mechanism is important. It is not clear to what extent this is having a positive 
influence on the children, in particular the boys who were seen as experiencing the 
most racism and still not well equipped to deal appropriately with the discrimination. 
Though there is a lack of a large-scale empirical study that may provide information 
on how widespread racism is among children in Britain, several studies have 
described the complexity and subtlety of racism in children's lives. In Gilbom's 
(1990) work, two African-Caribbean boys at a secondary school were observed over 
a two year period. Both were of above average abilities and exposed to similar 
teacher racism. One was able to apply coping strategies and left school with good 
GCSEs while the other one who challenged his treatment was drawn into further 
conflict and eventually permanently excluded. Gilbom's finding reinforces the need 
for black and minority ethnic parents to prepare their children how to deal and cope 
with racism, as this may eventually enhance their chances to participate in a healthy 
lifestyle later on in life. It was clear that all parents played a key role in preparing 
their children to deal with racism. Racism as previously discussed was perceived to 
have a fundamental effect on one's healthy lifestyle; it was therefore imperative for 
parents to prepare their children to recognise and respond to racism: 
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Claudette: We have to teach the children what the reality is and that is, a 
black child is a black child, racism still exists. They will be discriminated 
against and they have to be prepared and taught how to cope with it. I 
remember when I was young because of the teasing and all that I started 
acting as if I am white and my dad told me no matter what I do I will always 
be black and that is how the world will see me! so I had to accept reality, oh 
my dad was rough he told it to you know, said its the way it is. 
(Family V) 
On the other hand, the parents in this study felt it important not only to teach their 
children how to cope with racism but they also espoused balanced perspectives of 
society such as: 
Cynthia: when they say so and so has been racist to them, we talk about it 
with the children and basically prepare them for how to cope really, but they 
have to accept that white people are not the same. It took a white man to talk 
against slavery, so not all of them are the same and you have to weigh the 
situation before you become the racist and the perpetrator, you know what I 
mean? ..... Oh yes, I mean there are black people who they themselves do 
not get along, and at times you have some very good friends who are white 
people and the same with white people also. As I said before we are all into 
each other's culture now, there is a lot of mingling, oh yes. 
Seth: it is important though that we do not turn into racists, so we have to be 
careful, I have some very good white friends and some of the children's God 
parents are white. 
(Family V) 
The findings illustrate that African-Caribbean families have added special tasks and 
stresses when compared with white parents. On the one hand they teach their 
children how to cope with racism against the majority popUlation, on the other hand 
they tell them that not all of them are racists. It is not clear what the effect of these 
two opposing conflicting views have on adolescents' coping mechanism with racism 
or relationships with the majority population. What became apparent is that the 
adolescents were readily and more likely to challenge what they perceived to be a 
racist act than their parents. Once again the parents reasoned that it was because 
their children did not realise nor appreciate the consequences of openly challenging 
such actions. The parents stated that from their own experiences such challenges 
would normally result in conflict with figures of authority and lead to job loss or 
expulsion. 
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There was evidence that both the adolescents and the parents agreed that racism leads 
to poor health status and they all discussed how racism could limit an individual's 
capacity to enjoy a healthy lifestyle. Families accepted that though the government 
is addressing some of their needs through the Race Relations Act (RO 2001), racism 
was still prevalent and this continuous discrimination limited their choices for a 
healthy lifestyle: 
Claudette: .... , I have suffered racism, but if you report it, they twist and turn 
things and they make it your problem, what they need to work on is how they 
think about us, the prejudices and stereotypes, I mean look at it this way, they 
are the ones who have written these laws and they are the keeper of the laws, 
the judges and the executors. 
(Family V) 
This discrimination was believed to be widespread including work places and 
schools. They believed that because of racism and discrimination they have to work 
harder than the majority community: 
Cynthia: it's hard, it is hard I know it and I tell the children not to expect 
much even from their own teachers, they have to work twice as hard as any 
other white child, there are no two ways about it and nothing can convince 
me otherwise. 
(Family V) 
Though they acknowledged that their status in relation to racism has improved 
slightly, racism was believed to be still persistent: 
Joshua: some things have changed, but as black people we still have to work 
harder, it is not a level playing field and we always play catch-up because we 
do not have anything to fall back to. Maybe, our children and children's 
children will be better but it takes a whole generation, but we will always be 
playing catch-up for a long time. 
(Family IV) 
The women in particular repeatedly raised the issue of racism, most had something to 
say on the subject and many had personal experiences to relate. These often 
concerned about the ill-treatment of their sons, their sons' friends, their brothers, 
husbands or boyfriends and were often the source of a great deal of grief and anxiety 
for families. There was a generally held belief that African-Caribbean boys and men 
experienced much more discrimination in schools and work than the women and 
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therefore their choices for a healthy lifestyle were more limited than the women. 
Families complained that because of racism and discrimination, the African-
Caribbean boys are most likely to be excluded from school for behaviours such as 
defending themselves against racism and subsequently to be unemployed or under-
employed. Parents and their children described how in comparison, the African-
Caribbean female is more likely to be involved in continuing higher education, more 
likely to return to post-16 education and have better employment opportunities. It 
was also believed that since women were likely to be more educated and have better 
qualifications than the men, they were therefore more likely to have a better career 
that increases their chances for a healthy lifestyle. This is only applicable if the 
effects of racism and discrimination in education and socio-economic status are taken 
as indicators. 
Families described their feelings and frustration of how the labour market has 
discriminated against African-Caribbean men, who for the most part felt under-
employed and participated in the unskilled job market, experiencing a lack of job 
security, money and wealth. Because of long hours, they had little leisure time for 
children and families and time off for holidays. This labour inequality attributed to 
the racism and inequality was described as disastrous to both women and men's 
health status. 
For the women, they complained that society still required them to submit to forms 
of family life that are supposedly capable of restoring a maleness that is constantly 
damaged by racism and discrimination, this of course resulting in great conflict 
between the men and women. The racism and discrimination that lead to poor 
educational achievement among the African-Caribbean boys and the lack of 
opportunities in the labour market for the men were arguably resulting in different 
functional roles for them within the family life and limit their role in the house, 
resulting in frustration such as: 
Isaiah: well for a start I have seen it, I mean the jobs that black men are 
given, are usually well below their qualifications and that is very frustrating, 
that is very frustrating because I have been there and I know what I am 
talking about, it's very, very hard to get up and go to work and it is a job that 
is really well below your standard and that affects your relationship, . .... I 
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ha-:e b.een there and I ~ow how difficult it was and even when I could not get 
a job zt caused chaos zn the house, well I know what I am talking about. But 
saying that, I know that given a chance black people can do much better, be 
more positive, but, as it is, a lot of them are very restless, to even enjoy a 
healthy lifestyle. 
(Family IX). 
Nico: it's difficult, that is a difficult one, but if a man is not able to live up to 
his responsibility of caring, support and so on it just makes it difficult to hold 
the family together. 
(Family VI) 
Zainab and Mandy's family explains this further as follows: 
Zainab: it's difficult for the boys, in the first instance, they may not be 
growing with their fathers or father figure in the family, then they go to 
school, they are discriminated against and most are expelled, the police stop 
them in the streets more times than they stop the white boys. The whole 
system views them with suspicion, they grow up and they are discriminated in 
the jobs, there is a lot of frustration and anger and it's an ongoing circle it's 
a vicious circle for them really, they are not settled in any aspect of their lives 
really, it's really ongoing, in this area the schools are not good, it's tough for 
them to have a healthy lifestyle when you look at it. 
(Family II) 
Mandy: the give and take could be harder, the expectations could be harder 
to achieve and this is why the relationship between a black man and a woman 
does not work, but it works both ways, it's not just the men, walking out, it's 
the women understanding what is happening out there to their men. 
Joshua: oh yeah, the women have to understand the men. 
Mandy: I mean my husband works sixty hours a week and sometimes more, 
so I need to see that and understand that he is out of the house more than 
fifty hours a week working, but it's tough, it's not easy at all, it will even be 
more difficult for the younger generation or people in their twenties to 
understand, they may not be able to understand the problems their men are 
facing and why they act the way they are, it is give and take, we cannot just 
blame the men but us women also have to take the blame. By nature a man is 
a provider, but if he cannot fulfil that God given task because of 
discrimination and so on, yeah, what is he supposed to do, how can he lift his 
head with pride? 
(Family IV) 
African-Caribbean boys and men were described as facing tremendous difficulties in 
Britain triggered by some of the factors discussed above and this was seen as limiting 
their choices for a healthy lifestyle, racism being one resulting in restlessness, and 
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not being settled. In the discussion above between Mandy and Joshua below, while 
this is accepted, there was a perception that there needs to be more understanding of 
these issues even within the family itself. 
Most women expressed the view that the structures in the society are hindering their 
men's choices for a healthy lifestyle. While the women acknowledged the 
challenges of single parenthood in achieving a healthy lifestyle, they seem to enjoy a 
much more connected family life with loyalty and focus towards the children and as 
Datesman and Scapitti (1975) stated: 
black females react less adversely to a break in the parental home than black 
males, which appears to derive from matricentral focus of the black family 
and of the extended kinship system, and from the fact that the female role is 
structured to include aspects of the traditional male role such as resource 
provision, responsibility and autonomy. 
The men who already suffered labour inequalities have to at times undergo the stress 
of supporting children from two or more households which was seen as limiting their 
choices for a healthy lifestyle: 
Rahab: it is not just for men only, it is also difficult for women, oh yes, life is 
just difficult all round, ..... The women, they tend to take care of the children 
and women are happy to do all sorts outside the house jobs and also care 
about the family. But with the men it is difficult sometimes for the men when 
it comes to jobs and it is like the role that God had given them, they can no 
longer do that and then it just makes the family break really, sometimes also 
people just don 't get along. 
(Family X) 
There was a general awareness that because of racism young black men were 
perceived by members of authority as likely to be involved in crime and 
subsequently were constantly at risk. The experience of African descent people 
being stopped by police in Britain, is an integral part of their daily lives and certainly 
contributes to families' level of anxiety and fear if not more directly to their ill 
health. The boys and men were generally regarded as worse off than the girls and 
women, psychologically and socio-economically. Though the African-Caribbean 
women also experienced racism, discrimination and poor working conditions, it was 
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perceived that because of their pnmary role of caring, this provided some 
psychological fulfilment that indirectly enhanced their health. 
The women, involved in this study, desire to voice their experiences of their men are 
articulated through the key sites of being mothers, sisters, daughters, cousins and 
wives. Unlike the findings in earlier studies such as Pryce (1986), where the women 
were very critical of their men, the women in this study could be positively utilising 
their personal negative experiences of their fathers, husbands, sons and brothers and 
recognise that racism and discrimination and they themselves were implicated in this 
process of re-creating patterns that perpetuate the negative experiences of African-
Caribbean men. This potential mobilisation of the women in this instance in support 
of their men has now started to emerge in a number of recent studies depicting the 
different roles of black women (Ochieng 2005b). For instance, there is now 
empirical evidence that indicates the black women's primary focus and their 
struggles continue to be the development and deployment of strategies that would 
challenge the racial inequality in their own and their children's lives. Reynolds 
(2002) highlights the way in which groups of black women mobilised themselves at 
localised and small-scale levels to systematically challenge discriminatory conditions 
and practices in their everyday working lives. The women who worked as manual 
workers in a factory successfully organised themselves in order to lobby the factory 
manager to change their shift working hours to a suitable time. This made it possible 
for them to collect their children from school. While in Mirza and Reay (2000) black 
women have used their concern about the educational under-achievement of black 
children in school and the need for them to be taught in black supplementary schools. 
African-Caribbean families in this study constantly talked about the burden of racism 
and the restlessness it caused in their day-to-day activities and lives. Unlike a 
number of studies that have documented gender variations based on attitude towards 
diet and high risk behaviours (Crane 1994; Uitenbroek 1994), in this study the 
gender differences were mainly attributed to the African-Caribbean male having a 
different experience with respect to racism in comparison to their female 
counterparts. While most families said that there was currently less racism than there 
had been in the past, it lurked as an ever-present possibility even in their most 
intimate and civil interaction. These findings suggest that the effects of the long-
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term exposure to racism is that African-Caribbeans have come to regard themselves 
as outsiders in British society; this has subsequently manifested itself in the feelings 
of being marginalised from healthy lifestyle strategies. 
The welfare system 
There was an intricate connection of how the welfare system is limiting families' 
choices to practice the healthy lifestyle. The welfare system was described as 
presenting both opportunities and threats. For instance, a number of policies were 
described as ignoring the life experiences, history, values and beliefs of African-
Caribbeans. This has led to limiting their chances to participate in a healthy lifestyle. 
Families narrated how the lack of an adequate African-Caribbean representation in 
the policy making of the welfare system was inhibiting the understanding of their 
needs which eventually leads to poor chances of adopting a healthy lifestyle. All 
adults identified the need for having adequate numbers of African-Caribbean 
representation at all levels of such decision-making. This would ensure that their 
way of life is understood and appropriate policies are put in place that would benefit 
their community, for example: 
Joshua: look at it this way, once we have a black prime minister, the blacks 
will be represented in all parts of life in this community. The prime minister 
has got his representatives everywhere and if he is black, then as a black man 
he will be represented everywhere and in a sense most of us will benefit! 
(Family IV) 
Families argued that due to racism African-Caribbean people have no political voice 
at all in Britain and are inadequately locally and vocally represented. They argued 
that adequate representation of African-Caribbean people in positions of power is 
likely to result in better awareness of their needs and appropriate support for their 
community. This will have a direct effect of empowering the community to seek for 
an improvement in health. Families therefore called for an increase in the number of 
African-Caribbeans not only in the political arena, but across professions as a 
strategy to be pursued. The quest for increased representation of African-Caribbeans 
in parliament and on local councils was seen as key in addressing this context of 
organisational diversity, ineffectiveness and disunity. Representation was viewed by 
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families as something not more than just an end in itself; it was also regarded as a 
way of overcoming some of the forces that tended to split them, since they argued 
that they are under-represented in the wide policy agenda and process. 
Families argued that a well-managed welfare system, which is appropriately targeted 
to the needs of the African-Caribbeans is required. The current welfare system was 
criticised as it was seen to hinder independence and was described as inadequate and 
discriminatory, limiting competitiveness and responsibility within the community. In 
two families, I observed a heated debate about the unemployed and the low income 
benefits. On the one hand it was argued that such benefits perpetuate a barrier and 
limit African-Caribbean choices for a healthy lifestyle while the other argument is 
that it benefited the individual. 
For African-Caribbean men and women such benefits were seen as encouraging too 
much dependence, disempowering and engendering inactivity among young men, 
resulting in under-achievement and lack of ambition. These were described as signs 
of an unhealthy lifestyle. As a lower socio-economic and marginalised community, 
participants argued that their community needs to have ambition and competitiveness 
to progress and sustain itself. They felt that a system which addresses inequalities in 
the labour market, education, housing and other welfare provision is more beneficial 
than the present system of unemployment benefit: 
Carlton: You see these days some children leave school and because the 
government says alright, I am going to give you 10 quid, I am going to give 
you a house and pay some of your bills, everybody would like that; next time 
you see 15, 16 and 12 year aIds pregnant..... What I am saying is that these 
incentives are encouraging them in that part of life. Just the other day I 
understood because of the low attendance of boys not wanting to go to 
school, education is boring, school is boring, so they give them incentives so 
that they can go to school, what utter nonsense, absolutely rubbish! ..... 
Moisha: yeah I also agree that we have a responsibility, but there are times 
that you need assistance from the government and there are people who need 
help. 
Carlton: yeah, don 't get me wrong, for the needy yes, but if YOll look at it, it 
does not help us black folks, we have to try and make things out of ourselves, 
once we realise that, things will change. 
(Family VIII) 
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Carlton went further to argue that a welfare system created for the needy was based 
on the foundation that, if these needy people were provided with money for food, 
free housing and weekly payments, they would eventually become self-sufficient. 
He argued that while this may be acceptable for the white community, it did not 
seem to work for African-Caribbeans because in addition to economic deprivations, 
they also have the additional burden of confronting racism. Families felt that a 
minority community like theirs requires a particular level of economic progress and 
sustainabili ty: 
Hosea: some people think because you are black and a minority the 
government will get money for you so that you go and buy what they need, no, 
no you have to go and find some work make your own money and get what 
you want, of course. It is important to have a job, it helps make who you are, 
it makes the young ones look up to you and want to live to it, that is what it 
does. 
(Family X) 
Failure to acknowledge and address some of the inequalities that has led to the low 
economic status is detrimental to African-Caribbean families and their future. The 
implementation of the welfare system was described as ignoring the needs, values 
and beliefs of African-Caribbean families and their children. The current system was 
described as camouflaging the struggles of African-Caribbean families and their 
children. A poverty-centred approach welfare system was depicted as failing to 
consider that African-Caribbeans have a peculiar history in Britain that may provide 
insight into the causes, consequences and cures of their impoverishment. This 
historical perspective glosses over the fact that attention to race has been normative 
in British life. A major assumption of this colour blind approach is that the problems 
of impoverished African-Caribbean families can be solved in the same way as the 
problems of impoverished whites. This has led to a welfare system that is not 
sensitive to the fact that poverty of African-Caribbeans often results from political 
and economic systems that condone and foster institutional racism. Findings suggest 
a proper analysis of Britain's poor people and any restructuring of the welfare 
programme related to the poor should respond to the needs of minority communities 
and the related demographic trends. The trends will demonstrate the importance of 
considering the application of welfare to the needs of African-Caribbean families. 
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Though the government has instigated a number of initiatives targeting minority 
ethnic communities with the aim of enabling them to achieve a healthy lifestyle, for 
example 'Funds for Community Empowerment', family members, in particular the 
adults, were reluctant to join these initiatives. They felt that such projects normally 
fail because racism was prevalent even when these policies were on the drawing 
board. There was a strong expression of distrust. The local government initiatives 
targeted at minority ethnic communities appear not to have been accessed by these 
families and there was an expressed mistrust of such proj ects based on their past 
experiences of being let down: 
Diane: they have got the mistrust of people because you've been let down so 
many times so that you cannot believe it even if somebody is genuine. 
(Family I) 
For most there was an expressed feeling of helplessness to challenge the poor 
services. Several people commented on how their history of colonialism, slavery and 
their life experiences has left the African-Caribbean community with less of a sense 
of entitlement to government help and support than other groups and far less 
assertive in making claims for their community: 
Lola: oh, all sorts of reasons, they just accept things, no one challenges, 
maybe, they just feel no one will take them seriously, they just accept it really, 
they have been disappointed too many times and people just accept it. 
(Family III) 
Families felt that they were less powerful and disadvantaged in most aspects of their 
lives. The socio-economic disadvantages that have emerged due to inequalities in 
education and the labour market has made them occupy positions of subordination 
with no voice. However, as Lola and others advocated they felt that it is now timely 
for the African-Caribbeans to start questioning and asserting their positions, arguing 
that the phrase equality of opportunity that the adolescents constantly expressed 
needed to be taken seriously. 
The African-Caribbean families in this study called for a system that encouraged 
harmony between members of the African-Caribbean community and stated that the 
history and experiences of racism have contributed to disunity among the 
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community. Harmony was believed to be a key factor to any success within the 
community that would eventually enhance their chances for healthy lifestyle: 
Claudette: ..... We need to rise above that really and support each other, 
because, for example, if somebody is a racist, it doesn't matter whether you 
are from this country or that as long as you are black, they will discriminate 
against you and that's it. 
Seth: yeah, we all focus on the different islands we come from or our parents 
come from and not stop to think that it does not matter because in Britain we 
are all the same, so we need unity; we need, I don't know if it is education or 
not, I think it is more than that. You see because most of us work hundreds of 
jobs, long hours, we don't have time to organise ourselves, work together 
more, help each other more, create opportunities for ourselves and so on, but 
we are too divided from the different islands; we need to look at each other 
and see the brother within us that will help us forget about the different 
islands and appreciate each other and live in harmony. 
Bertha: I see, harmony and unity should harness the achievement of a 
healthy lifestyle? 
Cynthia: oh yes, oh yes, we will do better at organzszng ourselves and 
challenging things, our projects will be more successful and it will help in 
living the healthy lifestyle. We can organise and help each other to start 
businesses, call for better facilities, as united we can manage but if we 
continue focusing on the island which really does not matter we will continue 
failing. 
(Family V) 
Families in essence are suggesting that a system that fails to consider the range of 
obstacles African-Caribbean families encounter in their daily lives, is likely to have 
less than optimal impact in reducing health inequalities. Numerous opportunities 
existed for African-Caribbean families to be involved in a range of local formal 
community initiatives and networks including men's issues, health issues, 
neighbourhood safety policing and leisure entertainment. However, involvement in 
such networks was low among these families as was their interest in more informal 
networks. This lack of community mobilisation is considered a loss, hence the need 
is identified by families for a system that encouraged cohesion. They compared 
themselves to the Asians who were seen to have a more group-minded nature on a 
number of levels. For instance in one of the household, Joshua (Family IV) 
described how Asian people made a point of supporting Asian shops, this he felt was 
not the case in the African-Caribbean community who for reasons of socio-economic 
disadvantages shopped where it was convenient: 
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Dave: they can't compete I agree but black people are waking-up now, they 
are becoming supportive of each other. 
Joshua: yeah I agree but we still have a long way to go, I mean there was a 
black brother with a shop not far from here, but it failed, for some reasons 
the black people would go and shop in the English and Asian shops rather 
than the black owned shop. 
Dave: because the things are cheaper there. 
Joshua: that's it, that's it; you know why it was expensive, he could not 
compete and there was no money coming from anywhere and he had to pay 
for goods, taxes and so on, if we had supported him, the shop would still be 
here, there is no support for the black people. 
(Family IV) 
The issue of unity was seen as the key by all families in challenging the poor services 
and creating opportunities for the community. There is now a wide consensus that in 
relation to health inequalities, real change can come only from the local community 
itself by harnessing the energy, skills and commitment of local people accessed 
through local community groupings, local businesses and voluntary bodies (DoH 
1999: section 10.22). The influence of local neighbourhood conditions, particularly 
participation in local community networks and its positive impact on health has also 
been recognised (Israel et al. 1994; Yen and Syme 1999). Within this context, policy 
systems place heavy emphasis on the potential benefits of strengthening the 
marginalised communities through building social capital In socially excluded 
communities as a means for reducing health inequalities (DoH 1999; Social 
Exclusion Unit 2000). If African-Caribbean community cohesion and harmony is 
achieved as previously identified by families, there is a possibility that the 
community will strengthen and invoke community mobilisation in articulating its 
needs and identify appropriate strategies and targets for addressing some of its needs 
as pertaining to healthy lifestyle. 
While the need for community cohesion is to be welcomed, this needs to be applied 
with caution. A number of research studies have shown that participation in local 
networks is most likely to take place amongst the wealthiest and the most educated 
members of a community (Baum et al. 2000). As such, it could be argued that 
measures to increase local community participation could have the unintended 
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consequences of increasing social inequalities rather than reducing them. For this 
reason it is vitally important that a system that advocates participation as a means of 
addressing inequalities in healthy lifestyle should not be blind to obstacles to 
participation by socially excluded groups. Evidence provided by families in this 
study suggests that the community by definition is already socially excluded and is 
therefore unable to participate in a healthy lifestyle. 
Families involved in this study did not express the well-documented concerns about 
the stigmatisation of black and minority ethnic individuals within the welfare system 
and being accused of making unjustified claims for assistance. However, they 
questioned the whole philosophy of the welfare system and highlighted how it limits 
the choices for a healthy lifestyle. They also identified a need for a system that 
understands, recognises their position in society and their identities as African-
Caribbeans, which will directly influence a positive self-esteem leading to a positive 
health status. Without acknowledgement of the obstacles that families face from 
racism and socio-economic disadvantages, the welfare system strategies were 
accused of circularity in the struggles of African-Caribbean families when they 
advocate economic benefit as a solution to their needs and health status. The needs 
and interests of African-Caribbean children were argued to be further obscured by a 
welfare system that fails to consider diverse family networks and functioning. 
Consequently the welfare system was described by families as not adapting to their 
needs. The expressed goal of the welfare system is to promote a healthy and stable 
family life; however, this appeared to be undermined by a lack of knowledge of 
family supportive networks. 
Conclusion 
This chapter presented findings and analysed how racism and the welfare system 
were seen by families as limiting their choices to practice a healthy lifestyle. 
Families stated that they experienced racism in a broad range of contexts within the 
society they lived and that these incidents induced considerable distress. The 
devaluing of their values combined with economic marginality and racism appeared 
to induce a sense of powerlessness. For these families racism was something that is 
part of their everyday lives and they therefore were best placed to understand the full 
implications and effects of it. Though the majority of the families in this study had 
231 
not been physically attacked, the consequences of racism and discrimination have 
changed their lives; they talked of anger, stress and insecurity. Racial prejudice and 
discrimination, lack of opportunities, racial insults, the experiences of deprivation, 
exploitation and its socio-economic disadvantages, all contributed to an unhealthy 
lifestyle. 
Families also highlighted the need for the welfare system to be aware of how its 
policies impact on their children and themselves. They argued that policies aimed 
primarily at addressing poverty that do not appreciate their life experiences and 
history are not sufficient to enhance their choices for a healthy lifestyle. The adult 
participants complained that this system seemed to have failed to circumvent this 
additional barrier to self-sufficiency. They argued that the focus was so great in 
trying to alleviate poverty by providing economic assistance that it fails to consider 
their history and experiences of racism, their position in society, social class and their 
demographic characteristics. Once again in their discussions they identified elements 
of the welfare system that have the potential of a positive health status. For instance, 
they argued for a system that facilitates adequate family functioning and harmony; 
policies that facilitate unity rather than disunity within the whole African-Caribbean 
community. Such systems and policies would have the potential to reduce conflict 
amongst families and community and would make healthy lifestyle an easier option. 
This may also be an indication of a desire to forge new forms of opposition aimed at 
the specific problems that they face in pursuit of a healthy lifestyle within British 
society. Without appreciation and knowledge of their struggles it is difficult to 
correctly discern the most appropriate welfare provision for African-Caribbean 
families. 
The strength of this study was in the participation of different family members 
including the adolescents. The study had therefore commenced by inviting the 
adolescents to define their family. The next chapter will focus on the adolescents' 
definition of a family and their families' child-rearing styles. 
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CHAPTER NINE 
AFRICAN-CARIBBEAN ADOLESCENTS' CONCEPT OF A 
FAMILY AND THEIR FAMILIES CHILD-REARING STYLES 
Currently there is a dearth of research focusing on black and other minority ethnic 
adolescents and health lifestyle and as such the participation of African-Caribbean 
adolescents is therefore central. It is anticipated that their involvement in the study 
will contribute to the gap in the literature on the area of health and healthy lifestyle. 
Twenty-three adolescents participated in this study, eight boys and fifteen girls, 
between the ages of 12-17 years. Though the intergenerational differences that 
materialised in the specific areas have been dealt with whenever appropriate, this 
section will deal with other additional specific findings in relation to adolescents and 
their parents that have not been presented. This will include the findings relating to 
African-Caribbean adolescents' concepts and meaning of a family and the parents 
and adolescents' views on child-rearing styles as pertaining to healthy lifestyles. 
The concept of African-Caribbean family and its influence III practising a 
healthy lifestyle 
The data collection commenced by requesting each adolescent involved in the study 
to complete a questionnaire (see appendix 5) designed to describe their family. 
Findings from the adolescents (see pages 74-81, description of Family I - X) 
established that a typical African-Caribbean household will include child/ren, 
parentis, grandparent/s, step families, uncles, aunts and in-laws. Other notable 
family members were identified as friends of the adolescents and friends of the wider 
family: 
DJ: well they are not like friends, they are family and family friends. so they 
are family and they are friends, they are fami(v friends, YOli know what I 
mean. 
(Family II) 
233 
Trevor: I go to. my nana ~ see them a lot, well I see all my grandparents, 
aunts, uncles, frzends, couszns, mum and dad's good friends. 
(Family IV) 
Chyna:. I go to nan~ 's or visit d~d quite a lot really, sometimes from school I 
go straIght to nana s for my tea znstead of coming home. 
(Family VII) 
When prompted why they had included certain individuals as members of their 
family, such as extended networks, the adolescents confirmed a family unit was in 
part not only a strategy for meeting physical, emotional and economic needs of 
families, but also seemed to commit family resources to crisis situations: 
Maya: I mean my family includes my cousins, mum dad, nana, granddad, 
parents, friends, uncles and aunts, they are my family and they all influence 
me differently. I mean my mum, my nana, she feeds me well, tells me what is 
good for me, DJ also and dad who is very bothered about my education. 
(Family II) 
Keziah: it is important, because when our uncle or aunts visit, they always 
want to know how we are getting on, how we are doing at school and they 
encourage us. I mean I don't work hard at school for them but it's nice to 
give them a good report. 
Trendy: but they do give us small presents or money sometimes when we give 
them a good report, so we work hard, our aunts, uncles and nan a and 
granddad also love us and we visit them also, they give us all sorts and buy 
presents for us. 
(Family X) 
Yvonne: well it's my mum, dad, nana, step dad, aunts, uncles, the pastor at 
church, mum's friend like aunt Joy, brothers and sisters, cousins on my mum 
and dad's side, my family is big. 
(Family V) 
The family as identified by adolescents involved a reciprocal network of sharing and 
contributing tangible help, such as material support, household maintenance 
assistance and most significantly childcare. Childcare included non-tangible help 
such as interaction, emotional support, counselling, instruction and social regulation, 
while at the same time providing the adolescents with a sense of personal identity, 
behavioural rules, roles, responsibilities, emotional affiliation and attachment. The 
unique feature of African-Caribbean families described by adolescents is that it 
regarded non-blood relatives as family. The other complex family relations that 
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included friends, friends of the family, 'sisters and brothers' from church, were also 
significant in providing emotional and spiritual support. Friends who are willing to 
be obligated as family appear to have achieved social recognition as family members 
and were referred to by the adolescents as grandmother, grandfather, uncle, aunt, 
sister or brother. Such arrangements appeared to enhance the family system and the 
adolescents health status and the family was therefore seen as central in ensuring a 
healthy lifestyle for the adolescents. 
In general, the findings from the adolescents confirmed that African-Caribbean 
families comprise different households and have mUltiple parenting and interfamilial 
consensual adoptions. The adolescents were able to articulate a family system that 
seemed to mirror the traditional African-Caribbean extended family system. Though 
Hylton's (2000) study that involved discussions with sixty women, men and children 
of African descent acknowledged the presence of an extended family, it stated that 
the African-Caribbean extended family systems are difficult to reproduce in an 
individualist environment. The adolescents and their parents below confirmed 
otherwise, for instance: 
Hosea: yeah that's it, that is exactly it, you see they do not just have to learn 
from us, they learn from the rest of the family also and sometimes it is better. 
I mean my cousin is educated, he has a degree and the children learn these 
things. You see they have to report to them also, they have to do that. 
Bertha: what do you mean when you say they have to report to them also? 
Hosea: my family is not just my wife and children, but my brothers and 
sisters, cousins, parents and my in-laws, they all care about the children and 
what I mean is that they ask about the children's progress, they have to 
report to the rest of the family how they are getting on, even the family in the 
Caribbean, that is the most important, because when we ring, they ask how 
they are progressing, so because the children and I have to report back, we 
must have something to report back. 
Bertha: I see, but how important is that to the family and well-being of the 
family especially in relation to the healthy lifestyle? 
Rahab: well, it makes them know that the family cares for them, the)' love 
them, they are encouraging them to a better life, because if they are not doing 
well, fall into bad company, they will have to report that and it is not us who 
will tell them off, but the rest of the fami~v; however far they are. So, a,s 
Hosea says the reporting back to the whole fami~v is important to us and lS 
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part of it. You. see in this ~ociety, most kids do not have to report to anybody 
apart from thezr parents, kzds need to report not only to their parents but also 
to others around them, it is very important. 
(Family X) 
The differences from other studies may have emerged because all families included 
in this study have children and children are central in the African-Caribbean family 
system, such that even where the parents were separated the contact with the non-
resident parent and his family was maintained because of the presence of children. 
Other reasons for this noted difference could have stemmed from the fact that in this 
study unlike Hylton's and others, it was the adolescents who were asked to describe 
their family system. The adolescents including even the ones from the single 
households, described a family and kin network as appearing to enhance their own 
health status. This was also indicated by the continued involvement of fathers with 
children whether or not they were married to their children's mother. The 
adolescents also confirmed that father's relatives also had a role in their lives even 
after marriages and relationships had been dissolved and in some cases where they 
were never formalised. It was found that the support of children was an issue that 
kin, in spite of past experiences, can rally around; in all the four households where 
the resident parent was the mother, all the adolescents described the contact with 
their father and the role, he and the paternal family played in their welfare. In 
Family III the father had been dead for two years, but the adolescents still maintained 
contact with their paternal grandparents and (step) sisters and brothers from the 
father's side of the family. This at times was even without the desire or support of 
the resident parent. 
The adolescents accounts confirmed that their fathers took an equal part in the child-
rearing decisions in the family. Though most black men are disenchanted in their 
role as economic provider, this aspect of the father's role did not appear to preclude 
failure in all aspects of the father role. Though findings from the adolescents suggest 
that their fathers were taking an equal part in decisions about their care and in all 
instances cited when they have visited, what he has done and so forth, there still is a 
dearth of information relating to African-Caribbean fathers' expectations and 
parenting style. The support provided by African-Caribbeans as husbands, fathers, 
brothers or uncles has received little attention. According to Reynolds (200 I b) it is 
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almost as if black men have been written out of discourses and debates on black 
family life and instead, discourses on black men tend to restrict them to the specific 
realms of urban youth culture, sport, music and entertainment. 
It was not uncommon to listen to the adolescents narratives' of how in instances 
where their parents were not on speaking terms they still remained central and would 
be welcomed in the different households; this strong attachment to children of 
African-Caribbeans has been recorded in other studies. This may partly explain why 
traditions such as the extended family appeared to be present. On the other hand, 
because half of the household that participated in this study were single-parents, they 
appeared to rely on the extended network in child care and support; this may have 
created a much more interaction with the extended family. Nevertheless even the 
adolescents who lived in the same household with both their parents were still able to 
include the extended network as part of their family. African-Caribbean families 
described by the adolescents appeared to be child-centred, have a close network of 
relationship between families not necessarily related by blood and have flexible 
interchangeable role definitions and performance aimed at the care of children. 
The assistance, adolescents described as provided by family and kin networks, was 
practical, emotional and financial and usually helped the parents cope with caring for 
their children. Families are never static (Chamberlain 2001), but are reconfigured 
from generation to generation, in response to need, circumstance and convenience. 
The findings from the adolescents suggest that the traditional African-Caribbean 
extended family appears to have been replicated in Britain and as previously 
mentioned this is due to a response to specific needs as identified by the adolescents. 
Though the adolescents received healthy lifestyle messages from wide sources such 
as the schools, peers, television, radio and magazines, the family and the extended 
networks were also central in communicating healthy lifestyle messages. The 
parents, grand-parents, family friends, aunts and uncles expected the children not to 
smoke, take drugs or use alcohol excessively: 
Paris: well I know that if you smoke you will get cancer and die, they teach us 
at school, you see it on the telly and magazines and mum and dad have also 
told us about it, so I don 't smoke. 
(Family VII) 
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Kenia:. oh yes, from my mum and dad, but you see it on telly you know the 
advertlsement and at school, but some of the girls do smoke at school and 
they also know that smoking is not good at all. 
(Family X) 
Conversely, all adolescents cited their parents and other family members as a source 
of knowledge and a reason for not engaging in certain aspects of unhealthy lifestyle. 
The typical responses included: 
Trish: yeah I talk about it with my sisters, you know my sister of my dad's. 
(Family III) 
Angie: well, we learn it from school but my dad and mum have also told us. 
Tyrone: same here, we learn it in PSE and mum and dad have told us. 
Jamal: ohyesfrom my mum and dad. 
Angie: drugs are not good and mum and dad have told us. 
(Family VI) 
Chyna: yeah, mum and dad have said not to smoke, it's not good for us. 
(Family VII) 
Moisha: they teach us at school. 
Nayomi: yeah, that's true we do it at school, but you see it in magazines and 
everywhere even the telly, we talk about it with our friends. 
(Family VIII) 
Trendy: yeah, we are told at school and mum and dad have also told us. 
Yvonne: I mean mum and dad have told us and also in the youth group we 
attend at church we are taught the same thing. 
(Family V) 
However, it was apparent that the family and its extended network focused on no 
smoking, no drugs and no alcohol or drink in moderation and messages on healthy 
sexual behaviour also featured quite highly. Others like healthy diet and exercise 
were rarely talked about. The messages they focused on though part of healthy 
lifestyle strategies, actually reflected parental values and beliefs. It is also possible 
that families already struggling with the burden of socio-economic disadvantages 
would find it difficult to promote behaviours that may impose additional financial 
burden, such as the eating of five fruits everyday and so forth. It could also be 
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argued that the behaviours parents focused on in most instances had some immediate 
observable outcomes that parents felt could be seen as a negative character of their 
child and family. For instance, parents did not want their children to smoke because 
the action of smoking was repellent, early sexual activity will be frowned upon and 
may result in teenage pregnancy and drinking alcohol could easily lead to unruly 
behaviour. All adolescents cited their families as supporting and instructing them not 
to adopt such practices. However, as previously established the parental control was 
not always successful; a number of the adolescents had experimented with smokina 
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some were drinking alcohol and a few had engaged in sexual activities. Though such 
behaviours are not different from adolescents of other ethnic groups, this remained as 
sources of conflict and concern for the African-Caribbean parents involved in this 
study as such behaviours did not reflect family values. 
In this study, African-Caribbean fathers whether present or absent from the 
household, were described as active participants in their children's lives; their 
representations as marginal or absent was not evident. The adolescents relied on 
them for supervision, advice and security. The fathers who were not residing in the 
same household were still able to contribute to their families and undertake a 
significant role in adolescent lives. The conventional constructions of black fathers 
by media and policy makers positing them as absent or marginal from the family 
home (Reynolds 2001 b) was not evident. The adolescents' perceptions of their 
fathers, uncles, grandparents, appeared to challenge the media representation. Black 
men's prominent position as carers remains largely undocumented; they continue to 
be represented as absent or marginal from family life. The research work by 
Goulbourne and Chamberlain (1999) and Reynolds (2000) has some of the few 
attempts to reassert black fathers into construction of the black family. 
African-Caribbean families' child-rearing styles 
In child-rearing, discipline as related to healthy lifestyle emerged as a primary factor; 
all parents believed that appropriate discipline is necessary if their children are to 
achieve a healthy lifestyle: 
Carlton: ..... The other thing is our attitude towards training children and 
the attitude of the English towards training children are too different. we sort 
of have control of the children so we instruct them what's right from 'frhat's 
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wrong and they tend to grow up in that atmosphere compared to most 
children in this society. Training a child is very important to the child's 
he~lth. You see in this country, the parents do not have control of their 
chzldren as such because looking at the attitude and their behaviour, it shows 
and the children grow-up very unhealthy, the process of bringing up a child 
is very important. We discipline our children by sometimes whipping them 
which here in England they will call an abuse but I tend to disagree; training 
children and abusing children are two different things, now that is what I 
wanted to say so you know where we are, our religion is very important 
towards our health and also disciplining the child. 
(Family VIII) 
Joshua: of course it does help, if a children start smoking and .vou punish 
them by hitting them, you think they will never pick up that cigarette again; of 
course not, they are not daft. They may do it when they are older, but by then 
they will have learnt what is right or wrong, same with going out with the 
opposite sex or drinking alcohol at a young age. The thing is they tell us not 
to hit the children, but if they are caught with marijuana, they go to prison, 
why not prevent it, proper disciplining of a child can help to straighten them 
and that will enable them to have a better future and increase chances for a 
healthy lifestyle. 
(Family IV) 
Seth: we do not abuse our children; most of us discipline our children so that 
they can have a better life, a better healthy life. 
(Family V) 
Khandi: loads, loads, I mean you discipline a child to make them better, and 
by making them better, you will make them have a better life a better healthy 
lifestyle; the Bible also tells us, we should not shy away from disciplining our 
children. 
(Family VII) 
For most parents, discipline was seen as an element of healthy lifestyle and parents 
felt that the establishment of regular and routine habits and patterns was viewed to be 
largely the role of the parents with the use of appropriate discipline mechanisms. 
Discipline was therefore fundamental to all families. Parents felt that it was within 
the house that reward, punishment and direction of a specific lifestyle was reinforced 
or discouraged. Although their discipline styles may be viewed as harsh and old 
fashioned, their experiences suggest that consequences of their children's bad 
behaviour would normally be dealt with much more severely than white children, by 
members of authority. Therefore addressing bad behaviour by a discipline style that 
appears harsh may ensure future good behaviour and less likelihood of confrontation 
with members of authority. This would eventually enhance their children's future 
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and choices for a healthy lifestyle. For the Christians, their religious beliefs were 
used to interpret their styles of discipline: 
Claudette: white people might spit on the face of somebody and the parent 
will say, you can 't do that Johnny, but for a black child you know that you do 
not put your hand at your parent, you know you'll be a dead person and if 
you do it outside, the police will be on you as if you have stolen the crown 
jewels, so we have to be tough with the children, we cannot pretend, man. 
(Family V) 
Carlton: ..... The police in this country will not hesitate to jail a black child if 
they feel that the child has committed a crime, do they? No, so why should 
we? As I said before, you are better off to correct the actions now rather than 
pay later just as in racism, the black child will be punished more, the 
punishment is more severe! 
(Family VIII) 
Most parents argued that smacking their children to a large extent guarantees their 
child's future with regard to participation in a healthy lifestyle. The parents 
emphasised clear guidelines, in most cases quoting the Bible, age of the child, 
personality, parental control and demonstration of love as follows: 
Mandy: you hit them with a stick, you do not abuse them or use an iron rod, 
you know what I mean, you discipline them without abusing them. Taking 
things from them, sending them to their room or denying them food and 
shouting all the time is not good, that will not help, it can mash their brain. 
Dave: well some of it will damage the children psychologically anyway, but if 
you hit them without abusing them that will help them. Kids are also 
different; some kids may never require the hitting. 
Mandy: oh yes, kids are different and you need to take that into account 
without discriminating them. 
(Family IV) 
Ruth: you don't fist a child or kick. 
Carlton: that's abuse! .... , no you have to control yourself that is your child 
you are raising them, how can you lose control so much that you abuse 
them!! Then don't discipline them until you are in control yourself. 
(Family VIII) 
Parents felt that the accepted forms of discipline, which did not include smacking, 
were limited and did not allow a safe environment for correcting bad behaviour. 
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They argued that though the system prohibits them from disciplining their children, 
they must later watch when they are punished severely by members of authority. 
Most parents believed that the government has interfered with child-rearing and their 
role as parents is constantly being challenged, while their personal circumstances and 
struggles to bring up their children are ignored: 
Ruth: they always blame the parents but half the time it's not the parents 
responsibility, how in the world can you punish the parent while the parents 
have no responsibility as it's all been taken away. Most parents cannot 
speak to their children as the children speak back to them, it's terrible. 
(Family VIII) 
Isaiah: yeah, it is easy to say that, if you, the parent's are able to have your 
dreams, but most black parents are in some sort of parent trap, .... , most black 
parents are trapped in poverty, government laws, they are not free, they are 
not equal in their work and so on, they are trapped. 
(Family IX) 
Dave: well let's take the kids, our kids are not really our kids. 1 mean if the 
government is giving us money they have ownership of us, we have got no 
choice. When you are working and the money is not enough, you still are not 
going to be able to feed your kids the way you would like them to eat, you 
know healthy diet and so on. 
(Family IV) 
Most families felt that their styles of child-rearing were not recognised or welcomed 
as a valid useful resource especially their methods of discipline, for example: 
Khandi: it's the government and its advisers, they are the ones who set the 
rules. Hitting a child to make them better has never harmed a child, even the 
Bible says that. 
(Family VII) 
Ruth: parents cannot control their children because they have their hands 
tied behind their back; their hands are tied behind their back. 
(Family VIII) 
Parents felt that the British law has eroded their rights and that if they disciplined 
their children (physically) they could be reported and arrested and their children 
taken into 'care'. Fernando (2000) suggests that for the African-Caribbean parents 
when their methods of parenting are not recognised or welcomed as a valid resource 
they may become reluctant to seek help because of the fear of attracting criticism 
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about their parenting methods. The African-Caribbean families also stated that they 
are then confronted with the dilemma of how to seek help when they encounter 
difficulties with their children. This creates extra pressures to the struggles they have 
to overcome as a normal part of parenting, because their cultural values are 
undermined. Hylton (1997) found that parents believe that after destroying parental 
authority, the state has been unable to successfully replicate it and has therefore left a 
vacuum, resulting in some children being out of control. Similarly there appeared to 
be a continuing generational change in child-rearing practices among black families. 
The present generation of parents with young children appear to emphasise 
cooperation rather than the discipline of physical control; part of this change was 
attributed to a changed 'moral' consensus, which some black parents view as being 
very child centred and also as double-edged as a consequence (Hylton 1997). In this 
study, families felt that this change has undermined their parental authority and 
assisted them in loosening the control they once had over their children. Within this 
new climate, physical discipline or the threat of such discipline from parents to their 
children is liable to result in children being removed from their parents. This 
perceived loss of parental control can to an extent explain the identified need for 
appropriate role models among the adolescents and their parents. 
However, while the adolescents in this study recognised discipline, seeing it as an 
integral part of a healthy lifestyle, none of them agreed to smacking as a form of 
discipline and were observed to openly and very strongly disagree with their parents: 
Collins: well I think by punishing a child by hitting them with a stick it is 
child abuse! (Family V) 
Aaron: oh yeah, I know you don 't, but even one day when I have a child I 
won 't hit him, I don 't agree with hitting a child. 
Bertha: what about you Jade and Paris? 
Paris: well I don 't agree with hitting a child also, I agree with Aaron. 
Jade: yeah, I also agree with Aaron, I don 't agree with mum, I would not like 
being hit. 
Bertha: and why is that? 
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Chyna: you can punish somebody in other ways; you don't have to make them feel pain. 
Aaron: you talk to them. 
Khandi: .they. a~e still y.ou~g,. t~ey don't understand at all, there is nothing 
wrong wzth hzttzng a chzld if zt zs done properly and it does help them to be 
better in later life, they have to be disciplined. I don't agree vt'ith the 
government that hitting is not good. 
(Family VII) 
Nayomi: well I do not like to be hit, but I agree that discipline is important, 
even at school they discipline us if you misbehave, they suspend you or give 
you detention. 
Moisha: same here, I do not like hitting and I don't believe in it, but we 
should have respect at home and also at school, it is important. 
(Family VIII) 
None of the adolescents agreed with their parents, there were very strong feelings 
from the adolescents and they advocated for the more conventional forms of 
discipline that included banning the children from certain treats and/or being 
grounded. 
Discipline remains an important element of child-rearing and ensuring a healthy 
lifestyle later in a child's life. In Chamberlain's (2001) study all informants regarded 
the discipline experienced in childhood as vital to ensuring certain important values. 
Conclusion 
The adolescents involved in this study were able to present a portrait of their family 
and articulated the family influences in adopting a healthy lifestyle. Indeed the 
different family structures did not appear to have differential influence in the practice 
of a healthy lifestyle. Many of the African-Caribbean adolescents lived close to 
other relatives and friends; in this spatial environment they make regular visits to 
their grandparents and other extended kin networks. 
The adolescents' parents demonstrated that the burden of discrimination and 
marginalisation has influenced their child-rearing styles in relation to discipline; this 
suggests that child-rearing policies are likely to affect them differently in comparison 
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with white adolescents. Though minority ethnic children may constitute the largest 
group of children affected by public policies, their families' specific struggles and 
life experiences remain obscure. In this study, it can be concluded that the 
socialisation, which may characterise African-Caribbean families as authoritarian by 
'white' social scientists may actually benefit the children. The final chapter takes 
some of these issues forward by summarising families' experiences of a healthy 
lifestyle and further analyses the position of healthy lifestyle with families' daily 
lives. 
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CHAPTER TEN 
CONCLUSION AND RECOMMENDATIONS 
This thesis has explored the attitudes and experiences of a healthy lifestyle amongst 
African-Caribbean adolescents and their families. The study has illustrated ways in 
which a healthy lifestyle was experienced. This was done by positioning healthy 
lifestyle in the framework of everyday life and by situating everyday life into a wider 
structural perspective. The literature search conducted at the outset of the study, 
established that though there is currently a dearth of research on African-Caribbean 
families experiences of health, most are subjected to significant discrimination and 
social exclusion that contributes to their disadvantaged position in Britain. In this 
final chapter, I shall briefly summarise the key findings of this thesis and suggest a 
number of recommendations for the practice of healthy lifestyle. 
Ethnography and ethics 
The ethnographical approach used was crucial as it made the African-Caribbean 
families the focus and allowed families to put health and healthy lifestyle into its 
broader context. The critical ethnography used allowed participants to encapsulate 
healthy lifestyle into the multiple dimensions of their everyday life. A key outcome 
of the research process was the perceived change in attitudes towards a healthy 
lifestyle, described by some family members during the process of the data collection 
period. 
Though the Leeds Health Authority Ethics Committee was approached for approval, 
following a detailed discussion involving the aims, objectives and data collection 
strategy with one of their members, it did not require approval by a local health 
authority. Nevertheless, it was vital to discuss the purpose of the study with each 
individual family member including the adolescents, provide each one of them with 
all relevant information, allow time to peruse the details, and respond to any issues 
raised before giving consent to participate in the study. Before commencing with the 
246 
interviews family members were again reminded that participation was voluntary and 
any member of the family unhappy with my presence or any aspect of the 
discussions could withdraw their consent at anytime. However, ethical issues did 
emerge when the adolescents disclosed aspects of their lifestyles such as cigarette 
smoking and sexual behaviours unknown to parents. When this occurred it was dealt 
with sensitively by terminating the interviews and allowing adolescents and parents 
to consider the issues that had been raised. Luckily such ethical dilemmas did not 
appear to cause conflict or challenge the parental child-relationship but were an 
opportunity for the adolescents to engage in communicating aspects of their lives in a 
supportive environment that provided constructive advice. While in this study such 
disclosures did not limit the data collection process, it highlights the importance of 
discussing the issue of how researchers can deal with confessions from children and 
young people when obtaining consent on such sensitive matters. 
Reflexivity 
One may argue that the significance of these findings have been weakened with the 
input of my own experiences and while this may be the case, the data from fieldwork 
were corroborated with the literature. My own experiences gave some credibility to 
these findings, as the sharing of experiences and mutual theorising also assisted in 
the identification and creation of categories. Though there were instances where 
families in their narratives of healthy lifestyle made assumptions with the expectation 
that I would understand, I explored the issues further and enabled them to clarify 
their own stories. Indeed, all family members were asked and encouraged to tell 
their stories. However, I displayed and acknowledged my cultural and ethnic roots in 
discussing their experiences. I responded to their concerns of the lack of adequate 
information on particular aspects of their health by, for example, making referrals 
and recommendations. These strategies for accomplishing rapport were partly 
successful in promoting good field relationships and may have contributed to 
families' change in attitude towards some healthy lifestyle strategies. 
My fieldwork also led me to reflect on my experiences of a healthy lifestyle. This 
demonstrates that academic research and life experiences overlap. For me, keeping 
them separated was not possible, equally, acknowledging and exploring this overlap 
was not an easy task. By reluctantly placing myself as part of these families' 1i \"es 
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and viewing my own experiences with theirs, I was not only able to empathise with 
them, but was also able to critically reflect on these families' experiences in relation 
to mine. In general, my fieldwork was thus informed, inter alia, by my own 
identities, the aims/objectives of the research and the underlying theoretical 
perspective. This process of reflexivity highlights the need to explore alternative 
approaches to research, for instance, starting research from the researcher's own 
experiences, studying the researcher's experience along with participants or studying 
a process whereby the researcher's experiences of doing the research becomes the 
focus of investigation. 
Healthy lifestyle - alternative concepts 
On the concept of health and healthy lifestyle, an important feature was the discovery 
of what African-Caribbean families actually believed makes them healthy. While the 
adolescents outlined a tangible definition of health and healthy lifestyle that was in 
line with the DoH description, their parents expressed a much more complex concept 
of health and healthy lifestyle. For the adolescents their definition centred on issues 
such as a healthy diet and exercise, but for the parents their emphasis was on the 
value of psychological and emotional well-being. These notable differences between 
adults' and adolescents' concept of health and healthy lifestyle suggested an 
integration of the long-term influences arising from being born into and growing up, 
in a particular historical context along with the contemporary influences of social and 
physical environment. This means that accumulated effects and current influences 
constantly interact in all people, and will influence their knowledge of health and 
healthy lifestyle. This suggests a need for a continuous evaluation of individuals' 
understanding of health and healthy lifestyle. 
In general, the families were able to demonstrate how individual life experiences and 
histories could influence healthy lifestyle definition. The concepts of health and 
healthy lifestyle described by families suggest a lively and committed pattern of 
interventions into the causes and consequences of ill-health, as well as the 
importance of community approach in understanding health and a healthy lifestyle 
quite different from a professional perspective. 
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The study has highlighted African-Caribbean families' considerable knowledge of 
healthy lifestyle strategies, but these were not enough to ensure the practice of a 
healthy lifestyle. They used some of the accepted categories such as socio-economic 
status, social exclusion, beliefs, values, ethnicity, gender and age to enhance our 
understanding of the practice of a healthy lifestyle. By taking this perspective 
families were able to contribute to an examination of the role and efficacy of healthy 
lifestyle strategies. Families' experiences and attitudes of a healthy lifestyle were 
explored in chapter six, seven and eight. These included their experiences with 
cigarette smoking, alcohol and drugs, diet, exercise, family and social networks, self-
identity, sexual behaviour, spirituality, school, employment, neighbourhood, media, 
racism and discrimination and the public welfare system. Within these categories 
some gender differences did emerge. Other notable categories that emerged and 
were explored in chapter nine included the exceptional adolescent input and child-
rearing styles as related to healthy lifestyle. These are summarised below. 
Cigarette smoking, alcohol and drugs 
The majority of family members appear to have implemented the advice on drinking 
in moderation, not smoking or taking drugs. In spite of this, in half of the sample the 
reason given related more to their spiritual beliefs rather than the DoH advice on 
healthy lifestyle. The findings highlight the need for a multidimensional platform, 
whereby health professionals work together with other organisations to promote a 
healthy lifestyle. 
Diet 
On the issue of a healthy diet, most stated that they would like to eat what they 
conceive to be a healthy diet. Yet a range of barriers existed in their lives that 
limited their choices. Unfortunately, health awareness was competing with factors 
such as cost and taste preferences. The paradox was that the consequences of a poor 
diet seemed unlikely to impinge on everyday life, but rather the attainment of a 
healthy diet appeared to cause problems. Since healthy lifestyle messages 
concerning healthy diet are prone to change as medical and social research continues 
to unravel the links between diet, illness and health, there is a need to not only 
promote a healthy diet from a health perspective but acknowledge the holistic 
perspective of food and diet. For instance, there was a strongly held belief that the 
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traditional African-Caribbean diet was not only more nutritious, but it was much 
more preferred than other diets. This in itself suggests the need for adopting a multi-
cultural strategy to promote a healthy diet, taking into consideration foods from other 
cultures. 
In general, the relationship between diet and culture was complex and required a 
multi-cultural approach to understand them. Findings suggest that those aspects of 
the traditional African-Caribbean diet that have positive health outcomes need to be 
identified and included within the official advice on a healthy diet. This will no 
doubt strengthen the partnership arrangements between policy makers and the 
African-Caribbean community in the development of knowledge and meaning of a 
healthy diet. Dietary factors are also in part influenced by individual preferences, 
economic and social systems and by the food production and distribution systems. 
Though individual rights are pertinent this has led to a situation whereby structural 
issues such as socio-economic status and ideology have been seriously under-
emphasised. This consumerist approach on healthy diet strategies emphasising 
changes in diet rather than any widespread solution to social change, has undermined 
African-Caribbean dietary needs. However, the prevalence of lifestyle related 
illnesses among African-Caribbeans (Balarajan and Raleigh 1995; Naroo 1997) 
strongly suggests a need for enabling dietary changes at the individual, family and 
community levels. Therefore wider issues on food availability and food costs for 
African-Caribbeans require consideration; this would of course necessitate lobbying 
and policy activities at a local, regional and national level. In this study, the potential 
for local activities to promote African-Caribbean food availability was necessarily 
limited as such efforts require good economic status and stability in the labour 
market, which at the moment are very limited among the African-Caribbean 
community. 
Exercise 
While regular exerCIse is acceptable and is important for health, an appropriate 
vehicle for its widespread implementation by African-Caribbean families has yet to 
be found. The reasons for the poor uptake of exercise were varied and complex. 
Findings suggested that there is a need for recognition and understanding of the 
realities of African-Caribbean families' way of life before healthy lifestyle strategies 
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such as exercise are promoted. Nonetheless, the initiatives of regular exercise within 
schools should be encouraged. 
Family and social networks 
Close family ties were cited as a key tenet of healthy lifestyle. Members relied 
overwhelmingly on other family members for all forms of social support. After 
family, friends were second in line. They described strong friendship networks 
amongst themselves. In contrast the lack of appropriate social support networks was 
found to contribute to poor health status and compromised the healthy lifestyle. For 
the African-Caribbeans, the family as the focus in the promotion of a healthy 
lifestyle is a rational and efficient approach, knowledge of African-Caribbean family 
support systems might have such positive influences. It is imperative that healthy 
lifestyle strategies must be planned and delivered upon a much clearer understanding 
of African-Caribbean family structures respecting their individuality and 
participation. There is a need to appreciate the existing strengths and structures of 
minority ethnic families, as such an understanding may maximise their choices for 
healthy lifestyle. As a starting point, advocates for a healthy lifestyle, need to 
understand the functions of the African-Caribbean family and to ensure that this is 
sustained. As it is, the involvement and influence of the African-Caribbean family in 
promoting a healthy lifestyle amongst their children remains largely unexplored. 
The role of family and social networks in enhancing individuals health status 
suggests a re-focus of future research to identify the health-enhancing factors that 
provide protection from at least some of the risk factors faced by African-
Caribbeans. Examples might include how families and social networks are used, 
with individuals to respond and manage these negative experiences; identify the 
cultural strengths and psychosocial resources that may be mobilised by individuals to 
cope with pathogenic circumstances; and identify the full range of coping strategies 
and their effects on health. 
Self-identity 
Families argued that healthy lifestyle strategies have not taken into consideration 
their way of life; in essence they have marginalised and devalued their identity as 
African-Caribbeans. The strategies are mostly detached from their lived experiences. 
For African-Caribbeans, like any other group of people, their identity is of crucial 
importance. However, identity to be of value needs to be recognised within the 
context of an individual, itself flexible, interacting with, shaping and shaped by other 
social and structural contexts. For instance, while all families believed that an 
African-Caribbean child should be brought up in the African-Caribbean way, they 
also recognised and welcomed their children's identity as British. For healthy 
lifestyle messages to succeed, they will have to be an integral part of the identity of 
African-Caribbean communities. Because healthy lifestyle involves individuals' and 
communities' participation, it cannot be separated from the African-Caribbean 
community; there has to be a direct relationship. Recognising this will be an 
important development in moving towards healthy lifestyle strategies, which are of 
value not only for minority ethnic communities, but the whole British population. 
There is therefore a need for further work in this area in order to establish the 
influence and the extent to which the concept of self-identity may have on people of 
African-Caribbean descent and other minority ethnic groups in Britain on their 
experiences and attitudes of healthy lifestyle. 
Sexual behaviour 
Most parents in this study framed sexual behaviour amongst adolescents largely as 
negative feelings and behaviours that should be avoided because of the harmful 
consequences. This negative framing of sexual behaviours contrasts greatly with the 
way it is celebrated and encouraged in the media and in peer groups without 
emphasis on responsibility, or commitment. This sends young people mixed 
messages. While empirical evidence suggests that sexual education may increase 
young people's knowledge but not change their behaviour, many studies do not even 
examine behavioural outcomes. There is no evidence that schools providing 
practical information and contraception leads to early sexual behaviour, but there is 
some evidence that abstinence that was encouraged by most African-Caribbean 
families is not effective. Many young people want practical information and help in 
avoiding unwanted pregnancy and sexually transmitted illnesses within the context 
that is sensitive to the real material and other constraints of young people's lives. 
There is a need to improve the evaluation design in sexual health promotion for 
African-Caribbean adolescents and their families. Equally sexual health should 
socialise African-Caribbean adolescents in ways appropriate to increasing family 
stability and stressing responsibilities for both females and males. 
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Spiri tuali ty 
In their attitude towards health and a healthy lifestyle all ten families appeared to be 
similar, but they differed drastically in religious ideology, which in tum affected 
their attitudes on a healthy lifestyle. For families who described themselves as 
Christians, spirituality offered a meaningful identity. It was the lens through which 
healthy lifestyle was apprehended. It was their identity as Christians that served as 
the basis for a healthy lifestyle. Families described how against a background of 
racism and discrimination, it was their spiritual beliefs that seemed to sustain a 
positive outlook to their life experiences. This suggests that, as long as racism is 
practised against the black and minority ethnic communities, the different religious 
sects will not disappear but they will remain a feature of African-Caribbean life 
catering for their needs and existence in a state of permanent tension with the white 
population. 
Overall the connection between healthy lifestyle and spirituality warrants further 
investigation. In the meantime, the spiritual dimension of African-Caribbean 
individuals as well as the biophysical and social dimensions need to be introduced 
and valued in any healthy lifestyle strategy. In practice a starting point in 
strengthening this connection might be the integration of healthy lifestyle and 
religious education. Given that the black churches attended by families are already 
involved in education about values and family life and have an existing participant 
base, they can be an ideal avenue for promoting healthy lifestyle. Religious practice 
is essential for understanding individual and family behaviour and needs to be 
considered in the planning of a healthy lifestyle. Conversely, in keeping with the 
mission of black churches within the region, there are roles that they can play in 
assisting families to function in a manner that will enhance a healthy lifestyle. The 
church or its associates would need to be seen by African-Caribbean families as the 
place where healthy lifestyle information may begin and continue for lifestyle 
changes. Equally, there is a need for the development of an African-Caribbean 
centred spiritual healthy lifestyle. The project should utilise the central tenets of 
African-Caribbean theology coupled with healthy lifestyle advice to create a 
liberative model of African-Caribbean healthy lifestyle within the British context. 
Currently, policy makers, health promoters, medical professions, social workers and 
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even educators are continuing to shape healthy lifestyle services devoid of any or 
very little spiritual leadership. A significant step towards the practice of integrative 
healthy lifestyle across professional fields is needed and this calls for specific 
training in inter-professional teamwork so as to include religious leaders. 
School 
African-Caribbean families involved in this study were particularly critical of the 
education system and its failures in enabling their children to practise a healthy 
lifestyle. The emergence of supplementary schools locally for minority ethnic 
children is a direct response of a community that has lost confidence in the state 
education. This study has elicited a rich array of important information on this issue. 
One of the most significant findings was that the overall effect of low educational 
achievement is directly limiting African-Caribbean community ability to engage in 
healthy lifestyle. Expectations of families in relation to the responsibilities of the 
schools in enabling young people to achieve healthy lifestyle were unmet. 
Consistent poor educational opportunities were described as affecting future 
participation in healthy lifestyle. African-Caribbean families did demonstrate 
knowledge and understanding of the intricacies of school processes that may affect 
their children's future participation in healthy lifestyle. 
To address the multiple and complex issues identified, it is imperative that different 
communities contribute to both academic and community debate. Attention needs to 
be paid not only to what occurs in the classroom, but also in the whole school and 
between the school, family and wider community. The issues that were highlighted 
by families as limiting healthy lifestyle choices for adolescents, if addressed 
appropriately, may assist in the development of meaningful school based health 
lifestyle programmes that will benefit African-Caribbean adolescents. There is also a 
need for a longitudinal study to assess the extent to which the education of African-
Caribbean children at the beginning of their school careers, from reception year to 
high school, affects opportunities for healthy lifestyle later in life. It is suggested that 
effective and transparent collaboration between the community, schools and local 
education authority can contribute towards addressing issues raised by families and 
promote healthy lifestyle within the community. 
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Employment 
In employment, families suffered all the cultural deprivations and disabilities that 
traditionally affect working-class groups irrespective of ethnicity. Poor educational 
opportunities partly contributed to the disproportionately high levels of low status 
jobs and unemployment among African-Caribbean men and women. There were 
widespread expressions of concern by all families about the lack of opportunities and 
discrimination within the labour market. Families argued that the lack of well-paid 
employment experienced by most African-Caribbean men has the consequence of 
limiting their choices to practise healthy lifestyles. Most were either underemployed 
or worked excessively long hours in shift patterns leaving no time to relax with 
family and friends. They also experienced discrimination at work. Full non-
discriminatory employment of African-Caribbean adults at decent wage levels would 
do much to support the government's objective of ensuring equality of opportunity 
for its minority citizens and directly enable families to participate in healthy lifestyle. 
Although families and the African-Caribbean community can do and are doing a 
great deal to extend the opportunities for African-Caribbean children, comprehensive 
public action that uses research findings is necessary to address issues such as the 
seemingly persistent education system that fails their children in gaining appropriate 
employment. 
Neighbourhood 
The living conditions, including the neighbourhoods where African-Caribbean 
families lived were found to limit their choices for healthy lifestyle. Families , 
complained of pollution, lack of security, poor housing, overstretched services and a 
lack of playing facilities for their children. These issues remain a public health 
concern where it is the public health institution such as the local environmental 
health department that has the responsibility for making the environment a healthier 
place for living. 
Media and technology 
Media and technology such as television and newspapers were described by all 
families as limiting their choices for healthy lifestyle. Families acknowledged that 
the media could playa big role and be used to appropriately enhance the health status 
of African-Caribbeans, not just as a direct vehicle for health education, but to assist 
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in promoting leisure activities within the home and community. This would haye the 
direct effect of feeding into individuals' mental and emotional well-being. This 
finding suggests a need for studies to determine the extent to which media and 
technology contribute to an unhealthy lifestyle and a wider debate on how the media 
and technology can be used positively to contribute to African-Caribbean healthy 
lifestyle. 
Racism and discrimination 
Racism was equated with an unhealthy lifestyle. The widely accepted healthy 
lifestyle strategies were considered as a reflection of the prejudice held against 
African-Caribbeans. Racism and discrimination were built into public institutions 
such as the labour market, education, welfare system and the existing healthy 
lifestyle strategies. For most families these systems mirrored values of the majority; 
in essence they met the needs of and benefited the majority population. The parents 
and in particular the adolescents were not settling for second-class citizenship in 
exchange for some of the improvements that have been made with 'race' amendment 
acts as they took the expression 'equality of opportunity' for literally what it means, 
such as being given equal treatment and parity to progress irrespective of ethnicity. 
The relationship between racism and healthy lifestyle as defined by families' calls 
for a more complex and context-specific understanding of racism. It must be 
recognised that racism and healthy lifestyle are dynamic. Therefore the experiences 
of African-Caribbeans with respect to a healthy lifestyle should be analysed in the 
context of a changing public discourse concerning racialised groups. In addition 
there is now a need for a more systematic research into the social construction of 
racism and critical evaluation of its impact on healthy lifestyle. Equally, there is a 
need to assess the nature and structure of racism, especially in terms of its multiple 
dimensions and components. This will include an understanding of the living 
conditions created by racism and the systematic assessment of the health 
consequences. Structures to combat racism and discrimination should be visible in 
all healthy lifestyle strategies. For the African-Caribbean community, because they 
share a common experience of racism and exclusion, they ought to pursue a strategy 
founded on the unity of the oppressed. 
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Welfare system 
Families felt that as less politically powerful groups they are particularly affected by 
inequitable social policies. They argued that the ruling class or legislators who have 
neither experienced nor understood African-Caribbean reality were ill-prepared to 
weigh ethnicity as one evaluative criterion important to their life experiences 
Families criticised the current culture of institutional subsidisation of poor families 
by the benefits agency as a form of social security. They complained that, for a 
minority community that is within the low socio-economic status and is struaalina 
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with discrimination, the system is disempowering and does not enable a healthy 
lifestyle. They stated that a welfare system that directly impacts on participation in a 
healthy lifestyle must be guided by knowledge of the history, culture, values and 
needs of the African-Caribbean community. Currently, how policies and regulations 
contribute to African-Caribbean experiences of a healthy lifestyle is one of the least 
studied aspects. 
Given the paradox of the obscurity of black families and children in the history of the 
welfare system (Reynolds 2001b; Laming 2003), future research should focus on 
black families and their relationship with the welfare system, in particular, how 
policies of the welfare system influence their attitudes and experiences of health. 
There is also a need to review and examine the extent to which current policies 
recognise existing socio-cultural factors and how they limit participation in healthy 
lifestyle. This may lead to the development of a model of how welfare policies 
impact on the behaviour of different communities, including families and children. 
In the meantime, productive efforts to establish liaisons between research and policy 
must include active participation by social scientists, members of African-Caribbean 
communities and other minority ethnic groups. This is important because in the next 
decade there will be a dramatic increase in the number of children from minority 
ethnic communities. They will represent an underdeveloped resource that will 
become increasingly important to life in Britain whether in the economic, social or 
political arena and vital to the overall well-being not only of their community but to 
the whole country. 
Research and policy would also benefit from efforts to delineate and emphasise 
traditional African-Caribbean values as identified by families. These included child-
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rearing styles, discipline, spirituality, identity, education, employment and caring. 
According to the families in this study these values foster achievement and indirectly 
enable them to participate in healthy lifestyle. In this instance, policies should 
support African-Caribbean families to re-emphasise their traditional values in several 
ways, for instance, reaffinning the position of parents and teachers as valued figures 
of authority in the lives of children, since they are the main advocates and 
representatives of nurturance and development. Parents called for the return to 
effective discipline in the African-Caribbean repertoire of socialisation of their 
children. Parents appeared to spend so much time and energy in negotiating and 
maintaining discipline with little time left for child development and teaching. 
Policies to influence and enable the African-Caribbean community to participate in 
healthy lifestyle require a significant African-Caribbean contribution, definition and 
impact. 
Gender differences 
Gender remains a largely unexplored area in relation to attitudes and experiences of a 
healthy lifestyle of the African-Caribbean community. Findings from this study 
indicate that gender difference as identified by families related to the extent to which 
constraints present in the lives of African-Caribbean men and women influenced 
choices for healthy lifestyle. It is important to highlight families' concern that 
though the challenges to practise healthy lifestyle were experienced by both sexes, 
the men encountered greater limitations based on differences in education, 
employment, experiences of racism and family dynamics. Families argued that the 
resultant effect of discrimination in schools and labour markets limit the choices of 
men much more than of women to practice a healthy lifestyle. African-Caribbean 
boys and men, in comparison to the girls and women, were described as suffering 
greater consequences of racism and discrimination. Families identified the need for 
efforts that focus on their men such as equality in education and labour markets; this 
will enhance African-Caribbean men and women's relationships, family life and 
enhance the men's options to practise a healthy lifestyle. 
The significant differences between the sexes suggest a need for further study to 
evaluate the experiences of education, employment, racism and discrimination 
among African-Caribbean men, its influence on their ability to carry out their role in 
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the family and their ability to engage in healthy lifestyle. There is also a need to 
evaluate the African-Caribbean fathers' contribution to the total family experience 
and its effect on healthy lifestyle. Data gathering should include contributions from 
significant others in the family. Only in this way can we begin to understand the 
extent to which racism and discrimination limit their options to practise the healthy 
lifestyle while at the same time dispel the negative myths and stereotypes 
surrounding the role of African-Caribbean fathers. Conversely, African-Caribbean 
girls and women need to appreciate and understand the challenges experienced by 
the men and act as advocates for African-Caribbean boys and men demanding a halt 
to the discrimination of the African-Caribbean man. It is in their own best interest to 
do so, if they are going to expect African-Caribbean male socio-economic support as 
partners, husbands and fathers and enable a positive self-esteem that directly 
promotes their health status. 
Adolescent input 
In this study, African-Caribbean adolescents were able to articulate a family system 
that is different from the mainstream families. Though the social and political 
history of the African-Caribbean family systems were not fully explored, the aspects 
of African-Caribbean family structure described by the adolescents seem to be 
engendered by not only the legacy of the African kinship system but also by a system 
of production based on the discrimination of economically active men and often 
women. Goulboume and Chamberlain's (1999; 2001) extensive holistic theory of 
past and present African-Caribbean family organisation was found to support the 
adolescents description of their family in that family network and functioning rest on 
a range of social, political and economic factors. The African-Caribbean adolescents 
demonstrated a variation of family and extended networks and its function in their 
healthy lifestyle. 
The findings revealed the presence of a role for parents in preparing their children to 
lead a healthy lifestyle. There was some clear indication of the presence of healthy 
lifestyle communication between parents and children. A particular family strength 
useful in promoting healthy lifestyle was the evidence that children are encompassed 
within the family and kin networks. Intergenerational and extended family contacts 
were common and family members were described as role models, where there was 
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an expressed theme of family members' modelling behaviour, which can be 
positively used to promote healthy lifestyle amongst children. 
Child-rearing styles 
The understanding and appreciation of African-Caribbean child-rearing styles that 
emerged as a category require further exploration; it is suffice to state that child-
rearing may provide useful background information that should aid the achievement 
of a healthy lifestyle. It is clear from families that healthy lifestyle strategies have 
ignored their child-rearing styles, such as preparing them to cope with racism, the 
concerns they have about their children's treatment by members of law enforcement 
agencies, the value of discipline in child-rearing, the role of the extended family, and 
the effects of racism and discrimination. This finding raised some themes central to 
the understanding and appreciation of minority ethnic children and their families, 
such as the value of co-ordinated and appropriate policies which will positively 
influence participation in healthy lifestyle. 
The significant finding of this study was the 'alternative healthy lifestyle' identified 
and advocated by African-Caribbean families, which took into consideration their 
history and life experiences. This finding demonstrates that families have articulated 
ways in which they have fractured the hegemony and lessened the' grip' of dominant 
'ideological norms' on healthy lifestyle. They argued that it is possible for healthy 
lifestyle to be constructed in alternative forms that would enable the healthy lifestyle 
to become the easier option. 
The way forward 
Health and healthy lifestyle were placed within the broader contexts of economical, 
cultural, spiritual, psychological and moral discourses. Locating health and healthy 
lifestyle in this wider perspective suggests a comprehensive structural approach more 
encompassing than the medical model. The DoH healthy lifestyle strategies are 
currently stated as outcomes, rather than remaining as subterranean themes in 
projects targeted at specific individuals or communities. Findings from this study 
have established a need to question and explore the whole framework in which these 
healthy lifestyle strategies were constructed. Currently too much attention is being 
given in trying to alter individual behaviour and not enough to tackling the 
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circumstances within which people live. In this respect, the personal accounts, 
community experiences, influences of the welfare system and racism and 
discrimination, may be a microcosm of wider challenges to healthy lifestyle 
strategies. Since no group or profession has a monopoly on understanding the 
complexities of these issues, healthy lifestyle advocates should change from the 
emphasis on individual behaviour and not only work with other health professionals, 
planners and environmental bodies but build new alliances with local communities. 
It is through this bottom-up approach that public health strategies will best serve the 
interests of African-Caribbeans. Access to healthy lifestyle is too important to be 
ignored; it is possible to respond and work in co-operation with people and 
communities to promote healthy lifestyle. 
In the past, specific beliefs and cultural values have been cited as the basis for 
unhealthy behaviour, leading to certain minority ethnic values being held responsible 
for unhealthy lifestyle, such that they should be changed towards white values 
(Bowler 1993). In this study, there was not enough evidence to support the notion 
that the belief and value systems of the African-Caribbean families might be such as 
to dissuade them from practising a healthy lifestyle. It was the policy makers' lack 
of appreciation, marginalisation, and the discrimination against the African-
Caribbean cultural attributes including their values and beliefs regarding diet, family 
structures, identity, child-rearing practices and spirituality that affected families' 
responses to healthy lifestyle. The community is currently receiving healthy lifestyle 
messages aimed at the British population as a whole but this is unfortunately 
invariably delivered without regard to their interests or preferences. It is important to 
acknowledge that their beliefs and values stemmed from many different factors 
including a response to environmental and material constraints, a consequence of 
historical-political factors such as the experiences of discrimination and racism, an 
active social process linked to broader socio-economic patterns, the process of 
acculturation and the psychosocial processes associated with the dynamics of culture 
itself. 
These factors suggest that there is a requirement to understand the relationship 
between the African-Caribbeans and the 'host' society, with their interrelated past. 
not forgetting the wider geographical aspects of that history. This may function as a 
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prerequisite to remedial actions for the achievement of healthy lifestyle and assist 
effective approaches to promote healthy lifestyle. A historical approach is necessary 
for tracing the construction and role of certain healthy lifestyle strategies. One of 
these is the ideology of healthy lifestyle as experienced by black and minority ethnic 
families and shaped by the white majority. For instance, their exclusion from the 
practice of healthy lifestyle due to their experiences of unemployment, 
discrimination, marginalisation and racism reminded them of the history of slavery 
and they used this as a metaphor for contemporary racism. The historical aspects of 
race and racism have a material base stemming from economic systems of 
transatlantic enslavement, colonialism and imperialism; it is this lack of appropriate 
resources that informed their experiences of healthy lifestyle. It will take extensive 
political action and economic planning to revert the widespread racism and 
discrimination that characterise the treatment of African-Caribbeans. It is impossible 
to talk about improving African-Caribbean choices for a healthy lifestyle without 
working to change some of the oppressive social realities. This demonstrates that 
once again experiences of unemployment, discrimination, marginalisation and racism 
should be placed as central and pivotal rather than on the periphery when considering 
healthy lifestyle for African-Caribbeans. Overall, strategies for healthy lifestyle 
were criticised by these families as too narrow an approach, focusing on individual 
behavioural change in a cultural and socio-economic vacuum. Strategies for healthy 
lifestyle must place notions of these social structures and policy processes at the 
centre of concerns. 
However, in analysing the attitudes and experiences of healthy lifestyle current 
strategies over-emphasise behavioural explanations (Calnan 1987; Blaxter 2001; 
Johnson et al. 2000). Nevertheless, a number of studies have found that socio-
economic status, racism and discrimination playa major position in influencing 
individual health status (Harding and Balarajan 2001; Karlsen and Nazroo 2002; 
Kingsley 2001; Nazroo 2003a; Nazroo 2003b). Similarly, this study has 
demonstrated the importance of structural factors in influencing participation in a 
healthy lifestyle. The findings suggested that for African-Caribbean families to 
adopt healthy lifestyle, they require broad social, political and economic changes. 
Evidence provided indicate that the intersection of the disparate interests of 
economic factors and racism has resulted in an inability to fully participate in what 
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they perceive to be a healthy lifestyle. The space left by the macro-structural 
constraints of exclusion, closure and subordination inhibits their choices to practice a 
healthy lifestyle. In reality, a healthy lifestyle was dependent on families' socio-
economic status, degree of exclusion and other constraints such as unemployment 
and low income imposed by racism and discrimination. Therefore, there is a need to 
ask whether, within the wider healthy lifestyle discourse, there should be less 
emphasis on choice and more on access to an affordable healthy lifestyle. Whilst the 
practice of promoting healthy lifestyle requires actions amongst a range of groups, 
issues of racism discrimination and socio-economic status of African-Caribbean 
communities need to be actively considered. These are important issues as 2.1 % of 
Britain's population is of African-Caribbean origin. The relevance of socio-
economic structures, racism and discrimination in the choice of a healthy lifestyle is 
currently conceived of in a limited fashion and there is a need to conceptualise such 
factors as a necessary prerequisite to healthy lifestyle. Ultimately this work has 
demonstrated the importance of considering African-Caribbean needs in a holistic 
fashion. 
Future studies on the relationship between ethnicity and healthy lifestyle need to take 
into account aspects of individuals' experiences that may influence health and 
decisions on a healthy lifestyle. Healthy lifestyle is amenable to alterations, 
modifications and changes over time. While a number of factors as described in the 
prevIOUS chapters appear to influence African-Caribbean families' decision to 
practise a healthy lifestyle, it was the socio-economic problems, racism, 
discrimination and exclusion which played a significant part in limiting their choices 
to practise healthy lifestyle. Therefore the multi-dimensional and contextual nature 
of socio-economic factors and experiences of racism and discrimination and the 
intricate connection of healthy lifestyle with African-Caribbean life situations must 
be recognised. These were important areas for our better understanding in explaining 
how in contemporary society African-Caribbean families lives are constructed and 
how this affects their participation in a healthy lifestyle. 
This study may be seen as a fundamental prerequisite to inform the development of 
effective and meaningful healthy lifestyle strategies by health care providers and 
policy makers. In the meantime, healthy lifestyle strategies must be planned and 
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delivered upon a much clearer understanding of minority ethnic families' 
experiences and attitudes. 
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Appendix 2: Information letter for parents and request to permit adolescents to 
participate in the pilot study (Example) 
Dear Parent/Guardian 
Your child ~as been invited to ~articipate in a pilot project, which involves the investigation 
of health?, lIfesty~e among African-Caribbean families. As you may probably be aware a 
healthy lIfestyle IS a concern of everyone today, especially at this time when there are so 
many products and patterns of lifestyle available for us to 'choose' from. As a minority 
ethnic myself, I have a growing interest in finding out how the African-Caribbean children 
and their families are responding to messages about healthy lifestyle. Your child's 
participation in this pilot project will eventually help to enhance the understanding of 
African-Caribbean families attitudes and experiences towards practising a healthy lifestyle, 
the project will also form part of a PhD at University of Leeds. The full title of the project 
is: The attitudes and experiences of African-Caribbean adolescents and their families in West 
Yorkshire. 
For the purposes of this pilot project, your child is required to complete the attached 
questionnaire, which should take less than 10 minutes. The questionnaire has been designed 
to ensure that all participants involved in the project are of African-Caribbean origin. This is 
important because family origin could change from generation to generation due to 
intermarriages and other reasons. 
Your child's responses and comments about the questionnaire will be used for preparing a 
standard questionnaire, which will be distributed to other African-Caribbean families in 
West Yorkshire and finally help in enhancing the understanding of African-Caribbean 
families attitudes and experiences towards practising a healthy lifestyle. 
Please note that there are no cash rewards, but your voluntary permission for your child to 
complete the enclosed questionnaire will be appreciated. There is no risk to your child 
participating in this project; their responses will be kept strictly confidential. Their 
names/family names will not be used in any way. All information collected will be analysed 
and published in a group form. 
If you have any further questions or would like a discussion with me prior to making up your 
mind, please contact me on 01274 236465 or leave a message to call you back as soon as 
possible. I am also willing to meet when you drop/pick up yo~ child from Bradford Foyer. 
Please note that I have explained the pilot project to your chIld and Maureen, the summer 
school leader. 
Finally, I would like to thank you for your time and hope that you will al~ow your child to 
complete the enclosed questionnaire. Once again if you have any quenes please do not 
hesitate to contact me. 
Yours sincerely 
Bertha Ochieng 
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Dear Parent/Guardian 
Please sign below and send it to me in the attached addressed envelope. If you have gi\c~n 
permission for your child to complete the questionnaire, this should also be enclosed in the 
envelope after completion. 
To maintain confidentiality I will be grateful ifyoulyour child could seal the envelope before 
handing it either to Maureen or myself at the Bradford Foyer. I will be available this week 
between 0930-1000hr to answer any queries and also collect all the envelopes. 
If you do not wish your child to complete the questionnaire, I would also be grateful if you 
could sign below and please feel free to write down the reasons for refusing. 
I hereby agree/not agree for my child to participate in this pilot study and for himlher to 
complete the attached pilot study questionnaire. 
I understand that all information gathered during this study will be treated as strictly 
confidential. 
Sign: ................................................... Date: ....................................... . 
Name ............................... ···················. 
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Appendix 3: Information letter to adolescents (example) 
Dear 
You are among a number of young people who have been selected for a special project, 
which involves the investigation of a healthy lifestyle among African-Caribbean families. 
As you may probably be aware practising a healthy lifestyle is very important in maintainin 0 
our well-being. Therefore to explore the reasons why African-Caribbean may choose t~ 
practise or not to practise a healthy lifestyle, this project has been designed to explore the 
attitudes and experiences of African-Caribbean families towards healthy lifestyle. The 
project will also form part of a PhD at Leeds University. The title of the project is: A 
healthy lifestyle: A study of the attitudes and experiences of African-Caribbean adolescents 
and their families 
In the course of this project you will initially be required to complete a short questionnaire 
for the purposes of describing your family. This will be followed by discussions with you 
and your family and observation to examine your families attitudes and experiences towards 
adopting a healthy lifestyle. Knowledge from these responses in the interview and 
observation will be used to improve the promotion of healthy lifestyle among African-
Caribbean families in West Yorkshire. 
Your voluntary participation in this project will be appreciated. There is no risk to you 
participating in this project, your responses will be kept strictly confidential. Your name will 
not be used in any way. All information collected will be analysed and published in group 
form. Please note that you can withdraw from the project at any time with no adverse 
consequences. 
If you have any questions, I would be glad to answer them. Thank you for your co-operation 
and hope to hear from you soon. 
.......................................................... . 
. ................................................... . 
I hereby agree freely to participate in this study and share my views about healthy. lifestyle. I 
therefore consent to completing a questionnaire, having a discussion and observatIOn. 
I understand that all information gathered during this study will be treated as strictly 
confidential and my anonymity will be guaranteed. 
I also consent to be involved in the family discussion. 
S· . Date: ............................................. . Ign ................................. ·········· 
Parent/guardian: I hereby agree for my son/daughter to participate in this study 
S· Date: ............ ···················· .. . Ign: ........................... ······················ 
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Appendix 4: Information letter to parents (Example) 
Dear Parent/Guardian 
~ am ~n~ly inviting yo~ and your family to participate in a project, which involves the 
mvestlgatIOn of healthy lIfes~le am~ng African-Caribbean families. As you may probably 
have been aware a healthy lIfestyle IS a concern of everyone today, especially at this time 
when there are so many products and patterns of lifestyle available for us to 'choose' from. 
As a parent myself and a lecturer on child health, I have a growing interest in finding out 
how the African-Caribbean children and their families have responding to messages about 
healthy lifestyle. Your family's participation in this project will eventually help to enhance 
the understanding of African-Caribbean families attitudes and experiences towards practising 
a healthy lifestyle, the study will also form part of a PhD at Leeds University. 
The full title of the project is: A health lifestyle: The attitudes and experiences of African-
Caribbean adolescents and their families in West Yorkshire. 
In the initial stages of this study, your child will be required to complete a questionnaire, 
which should take less than 10 minutes. The questionnaire has been designed to ensure that 
all participants involved in the study are of African-Caribbean origin. This is important 
because family origin could change from generation to generation due to intermarriages and 
other reasons. This will be followed by discussions with you and your family and an 
observation to examine your family'S attitudes and experiences towards adopting a healthy 
lifestyle. Knowledge from responses in the interview and observations will be used to 
improve the promotion of healthy lifestyle among African-Caribbean families in West 
Yorkshire. 
Please note that your voluntary permission for your family to participate in this study will be 
very much appreciated. Your name/family names will not be used in any way and will be 
kept confidential. All information collected will be analysed and published in a group form 
with no individual identity. 
If you have any further questions or would like a discussion with me prior to making up your 
mind, please contact me on 01274 236465 or leave a message to c~ll you back as .soon as 
possible. I am also willing to meet with you, when you drop off/pIck up your chIld from 
school/college. 
Finally, I would like to thank you for your time and hope that you and your family will ~a~t 
participate in this study and please complete the attached acceptance form. Once agam If 
you have any queries please do not hesitate to contact me. 
Yours sincerely 
Bertha Ochieng 
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I hereby agree/not agree** for my family to participate in this project. I understand that all 
information gathered during this study will be treated as strictly confidential. 
Name: ................................................... . 
Date: ............................... . 
Telephone: .............................................. . 
Address: .................................... . 
** Please delete as necessary 
If you do not wish to participate in the study, I would still be grateful if you would sign 
above and please feel free to write down the reasons for refusing. 
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Appendix 5: Family Questionnaire 
Date: ................................. . 
Time started: ........................ . 
Time Finished: ...................... . 
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1. Are you a Female or Male Male D Female D 
2. What was your age last birthday I I 
3. Which of these describe your family origin Black Caribbean Yes D ::\0 D 
White Yes D ~o D 
Mixed! others Yes D I\o D 
(please specify below) 
......................... 
4. In which of these regions were you born West Indies/Guyana Yes D 1\0 D 
Britain Yes D No D 
Others Yes D No D 
(please specify below) 
.......................... 
5. In which of these regions was your mother born West Indies/Guyana Yes D ::\0 D 
Britain Yes D :\0 D 
Others Yes D :\0 D 
(please specify below) 
.......................... 
D D 
Do not know YeS ::\0 
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6. In which of these regions was your father West Indies/Guyana Yes D ~o D born 
Britain Yes D ~o D 
Others Yes D ~o D 
(please specify 
below) 
D D 
.......................... 
Do not know Yes ~o 
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11. Who do you regard as your family? Mother Yes D ~o D 
Father Yes D ~o D 
Sister(s) 
Yes D xo D 
D D 
Brother(s) Yes "\'0 
D D 
Aunt Yes D No D 
Uncle Yes D No D 
Grandmother Yes D No D 
Grandfather Yes D No D 
Step mother Yes D No D 
Step father Yes D :Ko D 
Others Yes ~o 
(please specify 
below) 
........................... 
........................... 
............................ 
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12. Who do you usually live with? Mother Yes D :\0 D 
Father Yes D :\0 D 
Sister(s) 
Yes D :\0 D 
(please specify 
number) 
D D 
Brother(s) YeJ 
D D (please specify 
number) D D 
D D 
Aunt Yes No 
D D 
Uncle Yes No 
D D 
Grandmother Yes No 
D D 
Grandfather Yes 1\0 
D D 
Step mother Yes No 
Step father Yes No 
Others Yes ;\0 
(please specify) 
........................... 
........................... 
••••••••••••••••••••••• ••• ,0 
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Appendix 6 
African-Caribbean Traditional Diet 
Zainab: I was born and raised in this country, my mother had eight children and she 
co~ked. everyday, so. we never had a chance to sort of snack or eat the junk food 
whIch IS constantly zn front of us, like Kentucky fried chicken, pizza burger and so 
on; we had to go eat hard West Indies food cooked from first principles, and in them 
days, we were a lot more healthier the food we ate was good for our body. 
Lola: my mum cooks lots of West Indies food, and that's what I am used to really. 
That diet was much healthier. The problem now is that our food is only sold in 
certain shops, it is therefore expensive because it is not readily available. When I go 
to London I usually buy a surplus of plantain, goat meat, fish and so on. 
Mandy: Our traditional diet is much more healthier, it is a better diet than all these 
you see around., 
Joshua: The traditional West Indies diet is much healthier. I suppose it would be 
easier if we could buy all our food under one roof it would cut down on the number 
of trips we make to different shops, fuel and the rest. But anyway that's how black 
people's things are. They don't' say anything about our diet do they? It is very 
healthy! 
Claudette: The West Indies food is very healthy they need to be talking about not 
adding too much salt, butter and the rest. It is such stuff that make it unhealthy, and 
that is what the advice on healthy diet should focus on. 
Cynthia: I mean look at the food tell me if you can find yam at Morrison and the rest. 
I mean the West Indies food is usually fresh and healthy, nobody talks about 
promoting it! 
Ruth: we mostly cook West Indies diet, I mean we have to go and lookfor it you do 
not go to Morrison and the rest, you go to the special shops to find the food. 
Carlton: yes, it is expensive so we make sacrifices by not doing other things so that 
we can eat well, I also work very hard. Don't you think it is better spend £1000 now 
for your family rather than later in life to spend a million on their health, shaping, up 
going to the gym, exercises and all that? If you could avoid that by eating a good 
well balanced diet like our West Indies food, you avoid obesity or being unhealthy. 
The In this place green banana, potato, yam, sweet potato, okra, you name it, those 
are healthy stuff man. 
Rahab: for me a healthy proper diet is the West Indies food, but i~ is .expensz",:e and 
sometimes it is just easier to make do with what we have. so our dzet IS not quae 
unhealthy or healthy but in between. 
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